AL OF THE 


“SATURDAY APRIL 12 1941 


| Effort Syndrome in Soldiers .. 545 Leading Articles .. 
‘Clinical Investigation of Shock 549° Air-raid Casualty Experience 


‘Sarcoidosis The Healing of Wounds 


MGastro-enteritis among Corr espondence 


Repair of Lacerated Eyes Pharmaceutical Centenary 


Albinism in | Seychelles Natives 556 Medical Man “Power (in Supplement) 


WITH SUPPLEMENT 


“BRITISH MEDICAL ‘ASSOCIATION 
“TAVISTOCK SQUARE 


aise, WEEKLY, PRICE us Copyright — REGISTERED AS A NEWSPAPER 


MEDICAL 


P+ 559 


MAY 124) 


564 
568 
569 
557 
565 


fa 
ed 
ed 
ed 
me 
ing 
| 
tor 
| 
ult 
self 
MEVIC} 
vith 
tion 
ium 
s | 
rual | 
uite 
| 
| 
ia 
few 
nide 
jier’s 
. 
| six 
anil- 
ably 
stra- 
It 
the 5 
sary 
It 
sket. 
orial 
size, 
firms 
afely 
| Veer 


‘THE BRITISH MEDICAL JOURNAL 12, 


oy. A PLAN TO PRESERVE A SUPPLY. OF 


Whilst it is fortunate that in “THE DOCTOR’S CEYLON TEA,” there is an . 
» excellent substitute for “ THE DOCTOR'S CHINA TEA,” we feel that many medical 
men would be happier if, for the use of very serious cases of gastric trouble, 
| : a little of “ THE DOCTOR’S CHINA TEA” could be reserved for a few of their 
— special patients. We shall be ‘pleased to assist, through the co-operation of. the 
patient’s grocer. 
If either the medical adviser, or the patient at his request, will PEM A with 
us, giving the name. and address of ee patient's” grocer, we will then endeavour 
to arrange matters. 
Because of the extreme scarcity of China tea it will be necessary to limit supplies 
to about 3|bs., as a maximum, for any one patient, to be purchased as required. 
It will be necessary for us to be satisfied that the medical adviser wishes the reserve 
to be arranged, but no business propaganda, direct or indirect, is intended, and all 
correspondence will be treated in strictest confidence. 
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the entire nasal cavity, reaching and relieving congestion 
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_ it helps to abort or shorten conditions that might otherwise 
proceed to more serious complications. Compact, convenient, — 
effective —‘ Benzedrine’ Brand Inhaler is of. inestimable 
service in preventing loss of time and efficiency through head EN 
colds and other Thinological conditions. 
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EFFORT SYNDROME IN SOLDIERS * 


BY 


JOHN PARKINSON, M.D., F.R.C.P. 


Physician to the Cardiac Department of the London Hospital and to the National Heart Hospital ; Consulting 
Cardiologist to the Royal Air Force 


The problem of effort syndrome arises from the urgent 
need for men, and so it is first of military and secondly 
of medical importance. In war a maximum number of 
soldiers must be drawn from the mass of civilians 
accustomed to peace. The majority change over success- 
fully from the occupations they had chosen, and by 
time and training become fit and often eager soldiers. 
But such a shift from home and work to-a novel and 
strenuous life with drill and marching with heavy equip- 
ment is not possible to everyone, and it is disagreeable to 
some. All men are not equal under the test of war. 
Symptoms that were absent or so unimportant as 
to be ignored in peacetime begin or become aggravated 
under the stress of war. If a recruit has acquired no 
liking for soldiering he will complain the more easily and 
persistently. However that may be, he may be forced to 
admit his incapacity by complaints so similar to those of 
others that they are clearly genuine. 


As the human organism does not give way as a whole, 
even when the whole being is on trial, one organ or 
system will first betray distress. It is commonly the 
Nervous system—not surprisingly, because of the diffi- 
culty of adjustment to war and because nervous disorders 
are already so widespread in civil practice. In others the 
heart—or rather the circulatory system—will testify to the 
stress and present the symptoms. These may so strongly 


suggest a heart disease that only a painstaking examina- | 


tion will exclude it. D.A.H. (disordered action of the 
heart), now officially styled effort syndrome, was not 
invented by the R.A.M.C. in the last war; it was thrust 
upon them and so labelled in default of a better term. 
It is true that about a half had similar symptoms in civil 
life, but these were rarely combined to give a composite 
Picture like that of effort syndrome in the Services. It 
constituted a big military problem because of the wastage 
of men it causéd. Investigation showed there was no 
demonstrable organic heart disease. Questioning alone 
cannot distinguish these cases of effort syndrome from 
those of early valvular disease (V.D.H.). The part 
played by the nervous system, especially in the realm of 
psychology, was admitted, and influenced treatment, but 
it was insufficiently studied in the war of 1914-18. 


The failure of heart disease is not the only way the 
Circulation fails to respond to stress. With his nerve 
impaired the athlete may be dead-beat from an extreme 
test of endurance. He is exhausted and breathless, his 
heart is racing, and it is reasonable to believe that it is 
the circulation which sets the limit. Other systems— 
the vasomotor, the endocrine, and the respiratory with 
its chemical regulation—will share in the test and doubt- 
less in the failure, but the reserve power of the heart is 


* Based on a lecture given before the Royal Air Force Medical 
Society at Halton in October, 1940. : 


that which ultimately rations output. In effort syndrome 
we are dealing with men of every degree of non-athleticism 
and of physical and nervous inferiority, and when they 
undertake more than their low capacity for effort they 
also fail with exhaustion, dyspnoea, and palpitation—proof 
enough that their circulatory system cannot cope with the 
strenuous task of a soldier. Again, as in the athlete 
reaching his limit, the other systems named will doubtless 
take part in failure of the co-ordination which is essential 
to purposeful effort. An expression of this idea is seen 
in the term “ neurocirculatory asthenia” (N.C.A.), applied 
in the United States to the condition we call effort syn- 
drome. Our own term is not ideal, for it might suggest - 
that in effort lies the origin of the disability, whereas 
effort merely reveals it. Further, the symptoms, while 
accentuated by effort, are often present at rest. But we 
are well rid of the terms “ soldier’s heart * and “ D.A.H.” 
Allbutt said that as “a series of symptoms recurring with 
a fair uniformity” he did not hesitate to look upon it 
as a disease. Its true nature is not yet known, but the 
full picture. which bulks in war is only” sporadically 
encountered in peacetime. Tentatively I would define 
effort syndrome as a functional circulatory disease, most 
evident on exertion, unmasked or produced by war 
service. It is hoped that the experience of this war will 
provide a better name, a more satisfying definition, and 
a clearer understanding of this condition. 


The rarity of effort syndrome in the Navy and its infre- 
quency in the Air Force have been much remarked, and 
the explanation is not obvious. Volunteers are in greater 
proportion in these Setvices ; besides, they do not demand 
so uniform or so arduous a training of such a multitude 
of men for the toil of marching with heavy equipment. 


- The type of effort syndrome will vary to some extent 
with the kind of warfare being waged and with the class 
of patient studied by a particular observer. Thus in 1916 

‘in France the soldiers were regulars or volunteers who 
had been fully trained, and many had been long and 
honourably engaged in trench warfare. The infectional 
group was fairly large, and the nervous group seemed 
smaller than the constitutional. In contrast, at the end 
of that war most men with D.A.H. returned to some civil 
employment and got well, many soon ceasing to be 
eligible for pension. The residue was largely composed 
of psychoneurotics, still clamant for their pensions, and 
psychotherapists were engaged in describing and treating 
this group. It cannot be doubted, too, that men originally 
reporting sick with typical effort syndrome may, with 
protracted idleness and numerous hospital transfers, 


acquire neuroticism as a sort of parasite. 
In the present war, conditions so far seem to have 
produced a preponderance of the psychoneurotic type, and 
- a greater proportion of those who had similar symptoms 
4188 
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in civil life. Indeed, some current opinion is inclined to 
the view that effort syndrome is simply a psychoneurosis. 
It is not certain how far this definition will carry us, 
because the term can be so readily applied to any form of 
ill-health which is imperfectly understood and unaccom- 
panied by organic signs. After all, psychological varia- 
tions and faults in healthy people are common enough. It 
could only be a bar to medical progress if psychoneurosis 
(or psychosomatic disease) remained a label and became 
a dumping-ground for most unexplained illness, much as 
did “ neurasthenia ” in the past. It is still to be decided 
how far psychotherapy is rational and effective treatment ; 
besides, an explanation for the predominance of circu- 
latory symptoms, the relation to effort, and the relative 
uniformity of the clinical picture is not yet forthcoming. 
Certainly the time is ripe not only for psychological but 
for other investigations, as it would appear that autonomic 
nervous, endocrine, respiratory, and metabolic factors 
may also operate in effort syndrome, and will also engage 
the attention of the physician seeking a wider conception 
of its essential features. Doubtless this expanded approach 
has much to commend it, and will deepen and broaden 
our vision. of what is at present obscure in the rationale 
of effort syndrome. 


Aetiology 

It is a fact that many, perhaps half, of the patients with 
effort syndrome give a circumstantial account‘of some 
similar symptoms in years preceding the war. These have 
seldom had the characteristic grouping or been severe 
enough to interfere with a sedentary occupation, to which 
indeed men may have drifted because of physical limita- 
tions. In civil practice the composite picture of effort 
syndrome seldom appears, or it is lost among the familiar 
but ill-understood symptoms which baffle doctors. It 
never obtrudes as a large and urgent problem in peace as 
it does in war. No fewer than 44,000 soldiers became 
pensioners for effort syndrome after the war of 1914-18. 


‘The causes are often multiple, and this should be 
remembered in any attempted classification. 


1. Constitutional 


A man may be so ill-endowed in his physical frame or in 
his nervous make-up (and maybe in both) that he is thereby 
unfitted to become a soldier. A wretched upbringing, a poor 
physique, and a lack of vigour may be his permanent handicap. 
He may never have proved strong, either for games at school 


or for heavy work later. He is constitutionally a weakling, | 


inapt for war, and training will never make him fit for it. » If 


' this could have been recognized at his first medical board 


he would have been rejected on this score, and there would 
have been one less of the “ effort syndromes” in the hospital, 
before the medical board, and as an aspirant for a pension. 


2. Psychoneurotic 


From a faulty heredity, from maladjustment to the problem 
of living, from subconscious repressions, inhibitions. and 
conflicts, from excessive anxiety or hardship, singly or com- 
bined, a man may suffer from some psychoneurosis, commonly 
an anxiety neurosis, and his symptoms may arise entirely or 
partially from this cause. A few realize their inferiority and 
develop the complex with its sapping of nervous stamina. The 
cardiac bias is hard to comprehend, but it may originate in 
the special physical demands upon a soldier, especially when 
clad and cumbered so unlike an athlete. The neurotic, how- 
ever strong physically, seldom succeeds in athletics. 


Here should be mentioned the factor of like or dislike for 


-soldiering. Some find in it a virtue and a fulfilment, better 


health and good comradeship, and occasionally a solution of 
some personal or even domestic problem. Quite a number of 


men, not cowards, dislike the idea and still more the process | 


of training and discipline, which are essential. With no zest 
for the fight, and lacking spirit if not courage, they take 
refuge in sickness as a means of escape. Occasionally, too, 
there are men convinced by some careless or ill-founded 


suggestion of a “weak heart,” and by past restrictions, that 
it is unsafe or beyond their powers to undertake full exertion, 
Related to this class are those whose nervosity is side-tracked 
into a belief or a cherished dread that their heart is diseased, 
and who cannot be dissuaded from that obsession. Such cases 
have been termed cardiac neurosis proper. More numerous 
are those who cling to the idea of heart trouble to escape 
what unhappily exposes them to scorn by the laity, the 
imputation of neurosis. Incidentally, knowing the explana. 
tion to be inadequate, we should not be misled by the man 
who ascribes his condition to some event, such as a minor 
infection or accident, which coincided with and_ perhaps 
faintly determined the onset of his symptoms. 


3. Infection 


The incidence of rheumatic fever in the history of soldiers 
with effort syndrome is higher than in that of healthy soldiers, 
In a control series of 1,000 slightly wounded men 5% gave 
a circumstantial history of acute rheumatism or chorea, while 
12°, of 500 men with effort syndrome gave that history. This 
almost suggests that rheumatism can produce, without valvular 
lesion, a permanent but minimal grade of myocardial jn- 
feriority. If it does, nothing would prove it so well as the 
ultimate development of auricular fibrillation, paroxysmal or 
established, in those suspected of such occult rheumatic 
myocardial involvement. The history of older patients con- 
tracting fibrillation, and having no other mark of rheumatism, 
not infrequently does include rheumatism in childhood. - But 
the hypothesis lacks proof. The interesting suggestion has 
been made that the greater incidence of a rheumatic history in 
effort syndrome is explained by the meticulous precautions 
to which they have been subjected. Thus after uncomplicated 
rheumatic fever a boy is sometimes forbidden school games 
for a protracted period, losing their benefit, besides acquiring 
an unfounded distrust in his cardiac capacity. This maj 
explain some cases, but hardly all. 


There is no doubt that recent infections may occasion 
symptoms of effort syndrome when the convalescent returns 
too early to physical exertion. It was a commonplace in the 
war of 1914-18 for a soldier to contract P.U.O. (pyrexia of 
unknown origin) in the trenches, return to a base hospital, 
then to a convalescent depot, from which he was too soon 
drafted back to the line owing to urgent need for fighting men. 
He often returned quickly to the base with typical symptoms. 
In the Middle East amoebic and bacillary dysentery similarly 
proved a potent source. The lesson is clear: adequate cor 
valescence after general infections in soldiers pays by pre 
venting effort syndrome. Indeed, this has now been recognized 
in the excellent proposal that such men should retain the 
“ diagnosis ” of convalescence and only acquire that of effort 
syndrome when this can no longer be deferred. More, there is 
the interesting suggestion that such obvious cases of insufficient 


convalescence should not be included at all under any dis 
cussion of effort syndrome. Against this is the fact that the 
clinical picture may be identical with that of cases attributed 
{o constitutional or psychoneurotic origins, and that it # 
awkward if a patient under treatment by the Medical Services 
is without a relevant diagnosis. 


4. Myocardial Deterioration 


In men over 35 or 40 the functional capacity of the heart 
has often appreciably lessened when compared with that at the 
age of 20 to 25; the more strenuous sports become unsuit 
able, though there are many exceptions. In reverse there aft 
also exceptions. Many cases of coronary thrombosis hav 
been reported under the age of 40, and so it is likely that 
there are lesser grades of coronary disease which contribute 
to or represent the ageing process as manifest in a diminished 
capacity for effort. Except in the extreme cases, we know 
little about this factor, and even less about the early effects of 
oncoming hypertension. The lesson is that here is an oppor 


tunity to extend our knowledge of the early effects of coronaf) 
sclerosis and of hypertension—to antedate them, as it were= 
for we have under medical supervision a multitude of me 
who would not be patients at all in peacetime, but who in Wa 
may report sick with symptoms which war effort evokes. B 
that as it may, if we are to contact more closely wilt 
the beginning of disease, careful cardiological examination 
is even more necessary in men of 35 and over than # 
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the younger; and electrocardiography and radioscopy will 
gmetimes be needed for the purpose. The fear that a 
thorough examination will harm by starting the idea of heart 
jisease is unworthy and unwarranted. But morbid ideas may 
te bred by routine and superfluous examinations, especially 
when prolonged residence in a military hospital is improperly 
permitted. 
Symptems 

The symptoms are almost invariably multiple, and 
often there is no particular stress on any one of them. 
The major are exhaustion, left mammary pain, palpitation, 
dyspnoea ; the minor are dizziness, faintness. They are 
evoked by exertion such as drill or marching, though later 
they may recur at rest. 


Exhaustion.—Nearly all complain that they are easily tired, 
and it may be this which limits their activity. Often a feeling 
of lassitude makes any activity distasteful. Undue fatigue is 
one of the most widespread of human complaints, and 
sldom does it point clearly to any diagnosis. In default 
of signs it is often correctly attributed to the nervous factor ; 
for it may be purely psychical, though it may equally be 
regarded as a signal of general ill-health. Alone it should 
never Suggest actual cardiac disease, of which the character- 
istic is dyspnoea. 

Left Mammary Pain.—This is a poor appellation for what 
js common (young men excepted) in civil life yet a frequent 
complaint in young men with effort syndrome. A large pro- 
portion, perhaps 40°, complain of it ; indeed, this is the closest 
link between the symptoms of effort syndrome and those of 
civilian practice. Its site at or below the left breast, its 
character of aching with occasional stabs, its occurrence maybe 
for hours during rest as well as after exertion, are features 
which readily and sharply contrast it with cardiac pain 
(angina pectoris). Inveterate cases have local tenderness, as 
disclosed by the pressure of a stethoscope. No patient should 
ever be permitted to speak of left mammary pain as “ pain 
in the heart,” for it is this symptom more than any other 
which suggests to him the false and dangerous idea of heart 
disease. No fixation of fear should be allowed to develop 
from a fixation of interest. 


Palpitation.—Palpitation is consciousness of: the heart's 
action, and healthy people experience it under sufficient exer- 
cise Or emotion. It is noticed too readily by men with effort 
syndrome, and may, like left mammary pain, make them 
doubt their heart’s integrity. The conversion of a natural 
sensation of stress into a medical symptom depends mostly 
on the presence of a heightened or morbid sensibility from 
ill-health, and this is best proved in the cases in which actually 
there is little or no tachycardia. Compare such a sensitive 
man with the subject of fibrillation, who will complain of 
dyspnoea but often fail to notice his rapid and irregular 
heart. As some tachycardia, excessive on exertion, is the rule 
in effort syndrome, palpitation is a frequent symptom. If 
there happen to be a few extrasystoles these may augment it. 
With a given task it is most often the combination of palpita- 
tion, fatigue, and dyspnoea which defeats the patient and 
displays his malady. 

Dyspnoea.—Although dyspnoea on exertion as a_ single 
symptom is so characteristic of cardiopathy, combined with 
other symptoms it appears more commonplace and less signifi- 
cant. It depends so much on the “condition” of healthy 
people and their age; it is expected’ in convalescents as it is 
I neurotics, in various infections, and in anaemias even of 
moderate grade. Dyspnoea is by no means always the chief 
symptom of effort syndrome, but it is generally included with 
the others. On direct inquiry it will always be admitted— 
Impaired general health from whatever cause almost connoting 
short-windedness as a by-product. Interesting is the static 
dyspnoea (dyspnoea at rest) which in the absence of signs of 
Organic disease is so often a manifestation of nervous in- 
Stability or exhaustion and which is sometimes seen in effort 
syndrome. It may be a curious feeling of inability to take a 
complete and satisfying breath. This is not quite the same as 
‘sighing respiration ” (suspiration), though closely allied to it. 
f course, such dyspnoea at rest without extreme dyspnoea 
01 exertion and without cardiac or other signs is easily placed 
M its true category. 


Dizziness and Faintnes§’.—Dizziness may be no more than a 
momentary sensation of imbalance, and faintness no more 
than a transient sensation such as that which precedes a proper 
faint (i.e., syncope). They are so closely allied that patients 
often fail to make a distinction. Both are common in healthy 
people under certain circumstances and during temporary 
impairment of health, and especially with the weariness of 
increasing years. Similar sensations may swell the symptoms 
of effort syndrome, but they are seldom ,of as much account 
as a man may make out. Indeed, nothing lends itself so 
readily to exaggeration as a dizziness or faintness, for being 
rarely demonstrable it is difficult to disprove. It ‘should not 
be fed by attention, always provided that aural and cardio- 
vascular disease have been excluded. 

Fainting or syncope is or should be a term reserved for 
attacks with loss of consciousness, and these are not especially 
common in effort syndrome: any soldier may faint on a 
parade ground. Syncope is one of the rarest symptoms of 
heart disease, though the public think otherwise. Recurrent 
faints are uncommon and may really be epilepsy. 


Signs 

Viewing the varied aetiology, it will not be expected 
that much can be learned from the general appearance. 
Some appear nervous or anxious, others are weary-look- 
ing; many look and act like any other soldier, but the 
seemingly well have their complaints, and looks should 
not heavily discount them. The examiner may judge 
them to be exaggerated, and occasionally he may sense a 
desire to shirk duty ; but in fairness he must question and 
examine the man first as a doctor, and then assess his 
ailment as a medical officer. 


Tachycardia is easily the commonest and often it is the 
only cardiac sign. It is generally moderate, at a rate of 
80 to 100, though sometimes rates of 100 to 130 form a 
striking feature. There may be no tachycardia at all, or 
it may not be noticed but for the pulse count. Some 
tachycardia early in a medical examination is common- 
place and insignificant, and some men have a _ higher 
natural rate than others. During the course of the 
examination, and especially with recumbency, it should 
disappear ; if it does not, more notice—but not impressive 
or alarmist notice—must be taken of it. Extreme tachy- 
cardia suggests a preponderant nervous factor, in the 
absence of paroxysmal tachycardia and flutter and if 
pyrexial or thyroidal stimulation can be excluded, 


Examination of the heart results in normal organic 
findings. The heart sounds are normal, and the loud first 


sound natural to tachycardia should not be misinterpreted. | 


Similarly, a short soft systolic murmur difficult to hear can 
be ignored. Any wincing when the stethoscope is applied 
is a reminder that mammary tenderness is common with 
left mammary pain of long standing. The respiration is 
sometimes irregular or momentarily rapid under medical 
questioning. When dyspnoea at rest is a complaint it may 
be the inability to take a deep or satisfying breath or the 
sighing respiration already mentioned. Nervous tachy- 
pnoea is uncommon. 


The blood pressure is normal. Even in young and 
healthy recruits, with the excitement and associated tachy- 
cardia of a medical examination, the systolic is not rarely 
160 to 170, but it will fall shortly during recumbency, and 
the diastolic will not exceed 90. The blood pressure can 
scarcely be too low; certainly any figure between 100 and 
110 systolic is to be regarded without suspicion and per- 
haps as a favourable sign. It is to be hoped that the 
fashion of imputing ill-health to “low blood pressure,” 
often as a sop to the neurotic in civil life, will not extend 
to the Services. 

Sweating may be too easily provoked, and sweat drop- 
ping from the armpits during medical examination was a 
familiar sight in the last war. Another sight was the 
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man who broke off during drill with a coarse and wide- 
spread bodily tremor: but such usually showed other 
stigmata of nervous unrest. 


The exertion test has a limited but not a great value, if 
only because many with effort syndrome give a normal 
response, as in fact do some hospital patients with cardiac 
failure and oedema! It is better termed the pulse response 
test, as in the R.A.F., than the exercise tolerance test. 
Such slight exercise as is used can in no way compare 
with the real drill or marching with equipment which 
originally made the man aware of his disability. The idea 
is that in health the pulse should return to normal within 
a minute of a test exertion, but there are so many excep- 
tions to this arbitrary rule, and such wide individual 
variations in effort syndrome. that it takes a minor place 
in the summing-up and assessment. It does tell us some- 
thing of the nervous control of the heart rate in a particu- 
lar man on a particular occasion. More useful is the 
recognition of an undue degree of dyspnoea or distress 
from so slight an act of exertion. But here again, as in 
the nervous control of rate, who shall say what degree of 
improvement and stabilization may not be obtained by 
routine Army training? That is what it is for. 


Differential Diagnosis 

1. Organic Heart Disease-—The symptoms of effort 
syndrome are often grafted upon those of true heart 
disease. Whenever there is a history of rheumatic fever 
or chorea, or the patient mostly blames dyspnoea for his 
incapacity, mitral stenosis may be developing. Suggestive 
are a constant long systolic murmur or a loud first sound ; 
and diagnostic will be the presystolic rumble preceding the 
loud first sound and best heard at or mesial to the apex, 
immediately after the subject exercises and lies half over 
on his left side. After the presystolic murmur there is 
no more authentic sign than the radioscopic—in the right 
oblique position, an enlarged left auricle displacing the 
oesophagus backwards. When the apex beat is displaced 
and forcible, often with a systolic murmur there, aortic 
incompetence is likely. This lesion is fairly common. 
With the patient leaning forward, the breath held after 
expiration, the observer listens intently at the aortic area 
and down the left of the sternum for the softly blowing 
diastolic murmur which follows close upon the second 
sound. 

Angina pectoris, uncommon before 40, gives sternal pain 
or pain across the chest during exertion, and that as the 
only disabling symptom. This contrasts with the left 
mammary pain, an. ache more or less continuous, lasting 
for hours and occasionally interspersed with a momentary 
stab, which a proportion of men with effort syndrome will 
report. From its position they may fear it is from the 
heart, especially if it occurs during or more typically after 
exertion. But it persists also during rest and even for a 
large part of the day. It may extend to the lower angle 
of the left scapula and occasionally above the left breast 
and even to the left arm, but never to the right arm or to 
both, or to the jaw. A simple table may help. 


Left Mammary Pain 


Multiple complaints. 

Age 20 to 55 years. 

Left mammary or submammary. 
Ache (sometimes stabs). 

After exertion; when tired. 
Continuous—hours. 


Angina Pectoris (Effort Angina) 
Pain the only complaint. 
Uncommon below 40 years. 
Sternal or across chest. 
Arresting pressure. 

During exertion only. 

Brief—1 to 5 minutes. 


Other myocardial disease is also rare under 40, and 
dyspnoea would then predominate and clinical or electro- 
cardiographic signs would be found. Emphysema may be 
mistaken for it. Paroxysmal tachycardia is characterized 
by occasional attacks of palpitation with a high tachy- 
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cardia (120 to 220) that begin abruptly, last some minute 
or hours, and end suddenly. The sudden terminatioy 
confirms the diagnosis more surely than the sudden onset, 
It is nO More common in nervous than in other patients, 

2. Neuroses.—When the chief complaints of a patient 
are of “nervousness,” headache, fears, depression, weak. 
ness, and insomnia, and he presents a “ nervous ” manner 
being restless, excitable, tremulous, and even emotional— 
provided other abnormal signs are absent, a doctor will 
recognize that he is faced with a functional nervous dis. 
order, often an anxiety neurosis. Such is not effort syn. 
drome. This is distinguished by an assemblage of promi- 
nent circulatory symptoms primarily related to exertion, 
any distinctly nervous symptoms being less troublesome to 
the patient and less apparent—if present at all—to the 
examining medical officer. This does not exclude, of 
course, a psychogenic element in their production.  Inci- 
dentally, sleeplessness, indigestion, and severe headache are 
uncommon in effort syndrome. 5 

3. Pulmonary Tuberculosis—A history of pleurisy ora 
family history of chest trouble, with complaints of cough, 
wasting, loss of strength, perhaps pleuritic pain, would 
point to pulmonary tuberculosis. This was the only 
disease which counted much in the after-history of effort 
syndrome in the last war. The man may be thin, the skin 
ill fitting and moist, the pulse frequent ; but tachycardia 
withopit other signs seldom implies tuberculosis. Auscul- 
tation of the lungs, the evening temperature, sputum 
examination, will follow. But radiography for early diag. 
nosis is indispensable, and far more informative than the 
stethoscope. 

4. Hyperthyroidism.—Especially in any high degree of 
tachycardia, the thyroid gland will be scrutinized ; and, 
conversely, without tachycardia the idea of goitre may lb 
dismissed. The subject should sit leaning forwards, rais 
ing the chin, and then swallow. The standing observer 
can then best see any fullness or asymmetry of the gland. 
There may be wasting, fine tremor of the fingers, and even 
a hint of exophthalmos. The hands are warm, not cold 
as so often in effort syndrome. The B.M.R. may help. 

5. Hypertension.—This is so often found in middle age 
that it ought to prove possible to recognize the earlier stage 
in a proportion of the men of 30 to 40 now called to the 
colours. A closer study on these lines, with correlation 
of slight symptoms and signs (if any) with blood-pressur 
readings, might add much to our scanty knowledge abou! 
early hypertension. Under excitement and with tachy: 
cardia, the systolic level in héalth can reach 160 to 17, 
though subsequent readings will seldom exceed 160. But 
a diastolic level of 90 to 100 makes a pathological hyper 
tension likely, and patient research might teach us mudi 
about this critical level. An obtrusive apex beat, a loud 
aortic second sound, and sometimes a mitral systolit 
murmur are well-known concomitants, and there may & 
albuminuria ; but repeated sphygmomanometric readings 
alone can establish the diagnosis. 

6. Various—A number of other diseases figure in this 
differential diagnosis or bear upon it. They includ 
chronic bronchitis, emphysema, asthma, pleurisy ; anaemit 
(primary or secondary); renal disease; aural vertigo 
(“dizziness ; epilepsy (“ fainting It may be said thal 
malingerers are few, shirkers not a few, exaggeraton 
common. The important tetrad in differential diagnosis i 
valvular disease, pulmonary tuberculosis, hypertension, and 
hyperthyroidism. 

Prognosis 

The most promising cases are naturally those of mé 
with slight symptoms of recent origin who want to get wel 
and remain with or get back to their comrades. Men wih 
symptoms following close upon some acute infection 
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often lose them if they receive consideration and a suffi- 
cient convalescence. Where symptoms are of long standing, 
and where considerable tachycardia persists, the prognosis 
as to improvement is poor, especially in men intent on 
being discharged from the Army and therefore disposed to 
nurse any malady instead of combating it. Those with 
any long persistence of left mammary pain are un- 
promising. The more the nervous and psychic symptoms 
colour the picture the more problematic is a return to full 
duty. Graduated drill is intended not only as a part of 
treatment but as a means of sorting and assessment for 
grading. 

The first concerted research on effort syndrome (D.A.H.), 
at Hampstead in 1916, was conducted on the most 
“typical” cases available, and the inferences therefrom as 
to prognosis are inapplicable to the majority. Later in the 
war prognosis improved, especially among men treated by 
medical reassurance, drill, and games, and those who 
remained in France in convalescent depots. About 50% 
recovered, and most of these then remained for reasonable 
periods at full duty in the line. 


Prevention and Treatment 


Prevention.—It will be to the country’s advantage if 
recruiting medical boards have freedom, as I believe they 
have, to reject or place low in category men likely to 
become the ‘subjects of effort syndrome. Such would 
especially be those with similar symptoms in civil life, 
certainly if because of them they had lost much time at 
work and been under their doctor or had changed their 
occupation. Further, weaklings of poor physique un- 
likely to improve by training, and those obviously of a 
nervous make-up, can seldom reach the highest grade of 
service. Nor can those with a persistent high tachycardia. 
For war purposes a convenient term to cover these cases 
would be “ potential effort syndrome ” (or potential E.S.). 

If already accepted and serving, a man at his unit 
showing constant incapacity for prolonged exertion may 
be allotted a less onerous job in which he will prove 
useful instead of swelling the number with effort syndrome. 
It is better to keep him with the unit if at all possible, 
avoiding this diagnosis. If he is unfitted for the lighter 
work, or if none is available, the sooner he is discharged 
the better. The difficulty is, of course, to form a right 
judgment when there seems to be a studied attempt to 
evade service by importunity of complaints, especially as 
shirking in this form*may become contagious. Discipline 
as well as encouragement is required from the medical 
officer, and a skilful mixture may restore and reinstate the 
milder cases. The importance of adequate convalescence 
after general infections or bronchial attacks has already 
been mentioned. 

Treatment in Hospital, Camp, or Special Centre.—Rest 
in bed is absurdly out of place, and medicine is anathema. 
Once it is clear that there is no organic disease and the 
condition is properly classed as effort syndrome, further 
close examinations are redundant and may be harmful. 
The period in hospital should be as short as possible, for 
diminished discipline demoralizes a soldier. The heart is 
dismissed from the mind of the medical officer and by 
every means from the mind of the soldier. He is clearly 
told that the heart—and lungs—are sound, and that he is 
out of condition. He is not expected to retail his com- 
plaints again, but to get into condition and a healthier 
frame of mind. 

Psychological methods of treatment are being tried in 
this war. They are likely to have much the same measure 
of success as they have with the common functional ill- 


health of practice in civil life, though under war conditions . 


and in the mass they will be placed at a disadvantage. 
Many men who really want to get well and to remain in 


the Army are likely to be helped greatly by understanding 
doctors and especially by those who are experienced in 
psychotherapy. 


Graduated drill under an intelligent and co-operative 
instructor is needed to promote physical fitness, and is a 
sound method of reassurance by implication; but games 
are equally important, and every incentive to recover by 
suggestion and distraction should be employed. Failure 
of such treatment will be recognized in men of good will 
by the production of symptoms and visible signs in the 
course of such retraining. It is no use taking pulse rates ; 
undue dyspnoea, obvious distress, and abnormal exhaus- 
tion are the useful indications. It will be difficult to deal 
with the shirker. A capable instructor will help greatly 
in deciding whether further treatment is worth while in 
particular cases. If not, discharge or lower grading of 
the genuine incapable is indicated, and the sooner the 
better if rehabilitation in civil employment is to be accom- 
plished. By such sorting the standard among the pro- 
gressive group is maintained and encouraged. The ideal 
result is achieved when a man ceases to complain, willingly 
carries through his treatment, and acquires a healthy desire 
to return to and remain with his unit. 


CLINICAL INVESTIGATION OF SHOCK 


BY 


ADRIAN C. KANAAR, M.D., M.R.C.P., 
F.R.C.S.Ed. 
Captain, R.A.MC. 


Now that the battle is raging over home soil, treatment 
of casualties is simplified by having all the resources of 
long-established and well-equipped hospitals at our dis- 
posal. It is suggested that this advantage be exploited 
by making and preserving records of cases of shock, 
Analysis of such case records is a valuable form of clinical 
research, and a standard shock-record card would assist 
comparison of results from different methods of treatment. 
The making of such records would be within the scope of 
many medical officers in charge of resuscitation wards at 
E.M.S. and military hospitals and would be a practical 
supplement to the more detailed work organized by the 
Medical Research Council Shock Committee. 

The advantages to clinical research of recording the 
pertinent data of cases of shock on a special card were 
emphasized by Brittain and Latter (1940), and the hope 
was expressed that a suitable standard card would be 
produced for use in E.M.S. hospitals. Moreover, apart 
altogether from research and private case notes, there is 
a need for some written record of the amount, speed, and 
time of transfusions, and the extent and rate of improve- 
ment in blood pressure and general condition, since such 
details assist the surgeon in deciding on the best moment 
to operate and when further restorative measures are 
required. Such a card has advantages over the case sheet, 
since it involves less descriptive writing and obviates 
omissions. 

The Resuscitation Records Card 


It was with these considerations in mind that the card 
here reproduced was planned during seven months’ experi- 
ence of keeping case records as O/C Army blood trans- 
fusion team. Although work on this card was begun in 
October, 1939, it has not been published before, as it 
seemed desirable to remould it after gaining experience of 
its use and after receiving the help and criticism of a 
number of authorities. The card may still have imper- 
fections, but it seems best to publish it now in the hope 
that others may wish to use it. 
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A study of papers on blood and plasma transfusions 
shows that the value of the conclusions drawn has often 
been markedly limited by the small number of cases 
observed. In some instances” (Brewer, Maizels, Oliver, 
and Vaughan, 1940) the numbers have been increased by 
pooling the results from several centres, and such a co- 
Operative method has distinct advantages. The present 


card readily lends itself to organized “ pooling,” and jt 
might be possible to study several thousand cases in a few 
months if severe air raids continue. 

As co-ordination is of importance I would be glad if ajj 
who intend to utilize this card would communicate with 
me c/o The Royal Society of Medicine, 1, Wimpole Street, 
W.1: I would welcome any suggestions which result from 


| 
J 
_ Resuscitation Records Card... 
Approximate weight ......... 
| medical unit 

Date &time of injury ............... (Before ad- 

mission) 
Date & time of admission......... units at...... 


Section A. * History 


* Add brief notes, where possible, on condition and treatment before 
admission—e.g., dehydration, cold, pain, severe haemorrhage, sepsis 
(especially gas gangrene), morphine, and chemotherapy. 


Section B. Severity of Shock on Admission and 
during Treatment 


Times | | | 
BYP. | | | | 
| | 


Character of | 


| | 
Pulse rate | | 
radial pulse | | 


Temperature of | 
limbs to palpation 


Temperature | j | | 
| 
| 
| 


Colour 


| 
Respiratory rate | | | | 
| 
Restlessness | 


Hb % | 


Addenda * | | 


* E.g., coma, concussion, apathy. character of respiration, dryness 
of tongue. 


Section C. Treatment of Shock after Admission 


Section C (continued) 


* Containing | pint, unless otherwise stated. 


1. Administration of Fluids : 2. Morphine 3. Chemotherapy 
(a) Intravenous Dose Time Drug Dose Time 
Ref. No. Nature of ae 
of Bottle* | Start | End Fluid Reactions ; Notes a 
Section D. Operation 
TIME 
Section E. Remarks and Summary * 
Section F. Later Notes 
(6) Oral Date 
Hb % | 
(c) Rectal Dehydration | 
Sepsis | | 


* E.g., factors tending to prolong shock ; summary of course and 
progress. 


Scale: Approximately half size of original. ~ - 
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their experience of its use. Cards may be obtained at 
short notice from G. E. Austin, 27, The Market Place, 
Richmond, Yorks (Phone: Richmond 433), at 2s. 6d. for 
20, 4s. 6d. for 50, 6s. 6d. for 100 approximately. 

Some of the advantages obtained from the use of this 
card are: j 

1. The stiff cardboard facilitates writing. 

2. The card is adaptable, and therefore equally useful to 
an ordinary resuscitation department or to a research team. 
For the latter purpose additional investigations such as blood 
volume, plasma proteins, etc., can be put in the * addenda ” 
column. 

3. The only special investigation requested is that of a 
series of haemoglobin estimations from a single site. These 
take very little time and are a useful guide to the degree 
of alteration in blood concentration effected by treatment. 
Jt is hoped to publish shortly a note on the interpretation of 
the haemoglobin percentage in relation to shock, and a 
copy of this could accompany the card. 

4. Time is saved by diagrammatic indication of injuries 
and by use of a system of grouping of individual symptoms 
into (1) slight, (2) moderate, (3) severe, (4) very severe, the 
number being inserted in place of words. 


Description of Card 


The card is a single sheet of stiff white glazed card- 
board, printed on both sides, which, folded in two, forms 
four pages, each 6 by 7} inches. It will provide a means 
of assessing the value of blood, plasma, and other reme- 
dies, alone or in combination. There may be difficulty in 
obtaining strictly comparable cases on which to base an 
opinion, but this objection is more apparent than real. For 
example, if any combination of remedies is really better 
than another it should appreciably lessen the time taken 
to raise the systolic blood pressure to 85 mm. Hg in series 
of cases in which it was below 60 mm. Hg at the start 
of treatment. If a large enough number of cases— 
eg., several thousand—were analysed after treatment by 
two different methods, the other variable factors, such as 
degree of haemorrhage, amount of trauma and _ pain, 
duration of lesion before treatment, etc., would tend to 
equalize out or could be analysed separately in groups. 
The final test is the survival rate of severe cases. 


Sections B and C 


These are described first, since they are the kernel of the 
investigation, and should be completed in all cases. Not 
every point in Section B need be noted at each examination. 
For example, if on admission a man is pulseless, with a blood 
pressure of 30 and a temperature of 95° F., there is no object 
in estimating his blood pressure or taking his temperature 
again until his pulse is palpable and his limbs are becoming 
warmer to palpation. One should just press on with energetic 
treatment, making every quarter to half an hour a_ brief 
record of any significant change in his vitality. Blood- 
pressure reading alone, without any other record of shock 
Phenomena, would give a fair indication of the results of 
treatment. 

Answers regarding severity or degree of departure from the 
normal should be classified into four groups. In general these 
are: (1) slight, (2) moderate, (3) severe, (4) very severe. 
These terms will apply readily to vomiting, sweating, pain, 
Testlessness, and rigors. A similar system of groups can be 
employed for: (a) pulse character—(1) fair, (2) poor, (3) 
thready, (4) impalpable ; and (b) limb temperature—(1) slightly 
cool, (2) cool, (3) cold, (4) very cold. Such a classification 
saves much writing, and can give quite a good mental picture 
of the case. The skill of the observer will increase, and the 
individual ‘variations of different observers will decrease, as 
experience of war casualties is gained. Exact details, whenever 
they can be given, are preferable to grouping (e.g., “ Vomited 
500 c.cm. at 17.00 hrs.”’). 

Estimations of degree of shock before and. after treatment 
are the essentials of the investigation, and these are of a 


reliable objective nature, provided that the blood pressure and 
temperature are recorded. 

Estimation of Haemoglobin.—This investigation can usually 
be arranged in all but the busiest times. The method used 
should be stated. Haemoglobin estimation will reveal the 
extent of haemoconcentration in shock without haemorrhage 
(Moon, 1938), and a series of such tests are a valuable indica- 
tion of progress with regard to haemorrhage and shock when 
under treatment (Keith, 1919; Robertson and Bock, 1919) and 
also during the post-operative administration of fluids (Jones 
and Morgan, 1938). Interpretation, however, requires some 
thought, since a plasma transfusion may cause a rise of haemo- 
globin in a case of haemorrhage (Brennan, 1940) and a blood 
transfusion may cause a fall. The former anomaly is appar- 
ently due to the mobilization of red blood cells which were 
static in the capillaries, while the latter findings are due to 
stimulation of the physiological response to haemorrhage— 
namely, withdrawal of fluid from the tissues into the blood 
stream. 

Addenda.—Additional facts or special investigations may be 
noted when desired. 

Continuation sheets of Section B are obtainable, and can 
be pinned to the card if required. 

Reactions —These refer chiefly to rigors and to sudden 
dyspnoea, pain in chest, cough, and collapse, with oedema of 
the lungs, which may result from giving intravenous fluids too 
quickly. Pain in the loins, bursting headache, tingling all over 
the body, and collapse followed after a latent period of two 
to seven days by anuria (Riddell, 1939) resulting from a mis- 
matched transfusion, would also be recorded if they ever 
occurred. An attempt should be made to exclude inflamma- 
tion as the causative factor before ascribing rigors, pyrexia, 
and jaundice to blood transfusion. Suspected haemoglobinuria 
should be confirmed by a pathologist if possible. 

Fluids by Mouth and Per Rectum.—lt is important to com- 
ment on the amount given, as “forced fluids” are an impor- 
tant factor in speeding up dilution of the blood after haemor- 
rhage (Robertson and Bock, 1919). 

Morphine and Chemotherapy.—The relief of pain and the 
control of infection (especially gas gangrene) have an intimate 
bearing upon the degree of shock, and should be carefully 
recorded. 

Oxygen.—Details should be given of the mask used and 
volume of oxygen given per minute, with the duration. 

Cortin, etc.—Synthetic adrenal cortical extract may be worth 
a trial, in view of reported results (Scudder, 1940), especially 
when physical exhaustion has been a contributory factor in 
the condition of shock. Ergotoxine is certainly deserving of 
trial, as shock may be due to over-stimulation of the sym- 
pathetic nervous system (McDowall, 1940). 


Section A 


Additional knowledge may be gained by a careful study of 
causative factors in cases of shock, and a note should be 
made of these in Section A if there is time to do so. There 
will be many occasions when this is impossible, but much can 
be accomplished by good organization and training of the 
transfusion personnel. An example of what can be done 
under war conditions was shown in January, 1940, at a meet- 
ing of a medical society in the B.E.F. in France, when a 
surgeon (Challenor, 1940) who had worked at a casualty 
clearing station in the last war produced a book in which 
were entered details of all his operations. These had been 
dictated by him to a theatre clerk towards the end of each 
operation. In addition M.R.C. cards were completed for many 
special cases, in order to trace their course after they had 
left the casualty clearing station. 


Sections D, E, and F 

Section D: Operation.—Brief details will suffice to com- 
plete the clinical picture. 

Section E: Remarks and Summary.—tThis should be com- 
pleted after a day or two, or later if possible, to indicate the 
ultimate outlook of the case. 

Section F.—A note of the haemoglobin two to five days 
after the operation, in the absence of dehydration or severe 
infection, will give some idea of the extent of the original 
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blood loss, and may be of interest in retrospect, when com- 
pared with haemoglobin readings during the phase of shock. 


Suggested Procedure 


(a) General duties orderly or clerk to complete details 
on top of page | for each case on admission to resuscita- 
tion wards. 


(b) Nurse or trained nursing orderly to complete sections 
A, B, and C under supervision. This may be done while 
he is waiting for the blood or plasma to warm up and 
while he watches it pouring in. 

(c) Resuscitation officer, (i) on admission, to take rapid 
history, do brief examination, and order treatment ; (ii) 
introduce needle and collect blood for haemoglobin esti- 
mation ; (iii) later read A and B and add any further com- 
ments and notes, indicating his views of the severity of the 
various symptoms, signs, and complaints, and ordering 
further treatment ; (iv) complete later notes, after two to 
five days if possible. 


(d) Nurse or trained nursing orderly to accompany 
severe cases during operation, to supervise transfusion, 
and to complete operation and anaesthetic notes and 
records of blood loss at operation. Where possible the 
nurse or orderly who has resuscitated the case should be 
detailed for this work to ensure continuity of treatment 
and interest, but if one cannot be spared the co-operation 
of the anaesthetist should be invited. 


Summary 


The desirability of a standard record card for cases of 
shock in -E.M.S. and military hospitals is stressed. 


A resuscitation record card designed for practical utility 
and suitable for statistical research is described and illustrated. 
Copies of this card are readily obtainable. 


It was from suggestions of Lieutenant (now Major) H. W. 
Rodgers in January, 1940, that my blood transfusion record 
card was greatly improved. 

My thanks are due to Major H. L. Marriott and Captain 
A. Kekwick for many helpful suggestions, and to Majors 
Hadley and Kimbell for repeated assistance in remodelling and 
improving ‘the card. 

Latterly I have had most useful advice from Prof. J. A. 
Ryle and Colonel L. E. H. Whitby, O/C the Army Blood 
Transfusion Service, as a result of which the card has been 
much shortened and its objective focused on results of treat- 
ment. Finally, a number of its details have been modified on 
advice from Prof. T. B. Davie, Dr. H. F. Brewer; and Lieut. 
J. B. Hurll. 


In making these acknowledgments I must, however, accept 
full responsibility for production of this paper. 
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M. Schmouchkovitch (Thése de Paris, 1940. No. 284) 
records twenty-one cases, in patients aged from 11 to 53, indi- 
cating the importance of inherited or acquired syphilis in the 
causation of appendicitis. Clinically there are symptoms of 
appendicitis—tenderness at McBurney’s point and muscular 
resistance—which yield to anti-syphilitic treatment. Anatomic- 
ally there may be a characteristic diffuse lymphocytic infiltra- 
tion in the appendix, a sclero-gummatous process destroying 
the whole organ, gummatous ulceration of the wall of the 
appendix, or a plasmocytic granuloma, which is the last stage 
of a gumma which has perforated the muscular wall of the 
appendix. Lastly, the Treponema pallidum has been found in 
the appendix. 


SARCOIDOSIS 
SOME SPECULATIONS AS TO THE STAGES OF 
INFECTION IN GENERAL 
BY 


G. ERIC LEWIS, M.A., M.B., M.R.C.P. 


Honorary Physician to the Hull Royal Infirmary and the 
Scunthorpe and District War Memorial Hospital 


Considerable attention has recently been devoted to the 
condition described as. the “ sarcoidosis of Boeck.” This 
paper gives details of an unusual case in which there were 
signs and symptoms suggestive of a “ visceralization ” jp 
the central nervous system, producing the clinical syn- 
drome known by the name of Adie. 


The mere report of an unusual case is scarcely novel, 
but it appears that a consideration of the pathology and 
possible aetiology of the sarcoidosis of Boeck may well 
lead to an understanding of the mechanism of infection 
and immunity in general. Some discussion of these possi- 
bilities is attempted after a description of the particular 
patient. 


Case Record 


Mrs. A. provided a diagnostic problem lasting for nearly 
two years from November, 1936. She was 53 years of age 
when she was referred to my clinic at the Hull Royal 
Infirmary in that month. She had for three months past been 
complaining of a “blurred patch” in the lower part of the 
field of vision of the left eye. Apart from occasional pains 
in her hips and back, she presented no other symptoms of 
any sort. A past history of so-called “ muscular rheumatism” 
ten years ago was elicited, but she denied any other indis- 
positions. On examination the pupils were found to be 
inactive—there being no response either to light or to accom- 
modation—and she seemed to have a tendency to Rombergism. 
There was, however, no sensory loss to pinprick. postural 
change, or vibration. The grip of both hands was firm, strong. 
and equal, but a slight tremor of a coarse sort and of “ inten- 
tion” type was noticed. The gait was fair, but although the 
arm-jerks were normal both ankle-jerks were absent and also 
the right knee-jerk. No other grossly abnormal physical signs 
were detected. 

She was admitted to the Hull Royal Infirmary under my 
care on November 16, 1936, and it was found that the Wasser- 
mann reaction of the blood was negative. The cerebrospinal 
fluid was not under pressure and was not abnormal in respect 
of its cell, protein, or glucose content. The Wassermann 
reaction of the fluid was also negative. Further clinical exam- 
ination showed sluggishness of both biceps-jerks and, later, 
probable absence of the biceps- and supinator-jerks. Perimetry 
confirmed the constriction of the field of vision of the left 
eye. and ophthalmoscopy presented a confusing picture. The 
left optic disk seemed pale and the left retinal vessels were 
narrowed. The appearances were suggestive of secondary optic 
atrophy. The veins of the right retina were engorged and the 
right optic disk appeared to be affected by a mild papilloedema. 
These findings were confirmed by the ophthalmic surgeon ADr. 
Stenhouse Stewart). A radiograph of the skull (Dr. J. EB 
Bannen) was reported upon as showing no abnormality. Apart 
from a suggestion of possible neuromyelitis optica no definite 
diagnosis could be formulated, and Mrs. A. left the Infirmary 
early in December, 1936. Later that month she consulted Dr. 
W. Russell Brain, who informed me that he considered her 
to be a case of Adie’s syndrome with tonic pupils and absent 
tendon-jerks. 

The patient continued to attend my follow-up clinic. but her 
condition remained unchanged and no further symptoms were 
remarked upon until May, 1937. At this time both parotid 
glands began to swell. The enlargement was more pronounced 
on the left side than on the right, and it was not accompanied 
by pain, fever, or any constitutional disturbances. On June 19 
the parotid swellings seemed quite unchanged. A degree of 
incoordination, as shown by finger-to-finger and finger-to-nose 
tests, was evident, but the other neurological findings, given 


above, were quite unaltered. A radiograph of the chest takea 
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at this time was reported on as showing “no evidence of any 
tuberculous infiltration.” She was admitted to the Hull Royal 
Infirmary again, and a portion of one parotid gland was 
removed for histological examination. The appearances were 
diagnosed by the pathologist (Dr. W. W. Adamson) as being 
due to tuberculosis, but examination of the section, while 


showing a granulomatous reaction with giant cells, failed to 


reveal any definite areas of caseation. The injection of an 
emulsion of the pulped tissue into a guinea-pig had been 
suggested, but this was not performed. 

During her stay in hospital on this occasion the left optic 
disk still seemed very pale, but the outline of the right disk 
was perhaps rather less blurred than before. The defect in 
the field of vision was persistent and unchanged. The Mantoux 
reaction was negative as well with a 1 in 1,000 as with a 
1 in 10,000 solution of old tuberculin. The parotid swellings 
gradually subsided, and the patient returned to her home on 
September 20, 1937. 

When Mrs. A. was next seen she stated that “trouble with 
her eyes” began about the end of October, 1937. Later she 
also developed pains in and swelling of the small joints of the 
hands. She was readmitted to hospital on January 8, 1938, 
with a diagnosis of episcleritis. A small portion of corneal 
tissue was removed by Dr. Stenhouse Stewart, and the histo- 
logical appearances were again considered by the pathologist 
to be those of tuberculosis. It was considered, however, for 
reasons similar to those previously mentioned, that the appear- 
ances were more probably those of the sarcoidosis of Boeck. 
The Mantoux reaction remained, as before, persistently negative. 
Clinical examination showed some periarticular swelling of 
the small joints of both hands, and the neurological changes 
were as previously described. 

The inflammatory changes in the eyes subsided fairly satis- 
factorily, and the following report was given me by Dr. 
Stenhouse Stewart: “ The margins of the right optic disk are 
ill defined and the left disk is paler than normal, especially 
on the nasal side. This pallor has neither the appearance of 
a primary optic atrophy nor of a secondary one, the margins 
of the pale disk being well defined. This might, however, be 
possible in an atrophy secondary to a low degree of neuritis. 
The grosser sectoral field-loss of the left eye, being in the lower 
nasal quadrant, should correspond to the upper pole of the 
disk, but the left disk is no paler here than elsewhere. Is the 
visual lesion here possibly of the nature of chiasmal opto- 
arachnoiditis? 

Further investigations included another radiograph of the 
chest, which was reported on as showing no disease at all. 
The hands were also examined radiologically, and showed no 
evidence of tuberculosis, arthritis, or any bony changes. The 
total white blood cell count was 15,000 per c.mm., the differ- 
ential percentages being: polymorphs lymphocytes 
large mononuclears 6%, and eosinophils 4°,. An Arneth count 
gave a “weighted mean” (polynuclear index) of 2.68. The 
sedimentation rate of the erythrocytes was definitely increased 
(36 mm. in one hour), even although this rate was less than this 
(25 mm. in one hour) just before her discharge. 

After her discharge the patient was seen again at my follow- 
up clinic. The eyes seemed much better, but the restriction in 
the visual field was unchanged. The periarticular changes in 
the hands had subsided, but the ankle-jerks and the right knee- 
jerk were still absent. On the whole, however, her general 
condition was decidedly improved. 


Commentary 


This patient seems to have been affected by the sar- 
coidosis of Boeck, and I am not aware that any case ot 
this condition showing neurological signs and symptoms 
has previously been reported. It is possible that similar 
obscure cases may be due to similar pathological changes. 
Certainly, the syndrome of Adie rarely appears to have 
any anatomical basis, and a review of such cases (Adie’s 
syndrome) might perhaps reveal further examples of the 
Visceralization of the sarcoids. The above facts are merely 
adduced to illustrate the considerable variability of the 
Manifestations of this condition. A full review of the 
Subject is given by Snapper and Pompen (1938) in an excel- 


lent monograph, and this variability of symptomatology 
has also been stressed by Bodley Scott (1938). 

It is now generally conceded that the uveo-parotitis of 
Heerfordt (1909) is a clinical variant of sarcoidosis. It 
was previously maintained that uveo-parotitis was invari- 
abiy of tuberculous aetiology (Garland and Thomson, 
1934), despite some evidence considered to point to the 
contrary (Lewis, Raines, and Stewart, 1936). 

It is said that cases of sarcoidosis show a “ positive 
anergy “—i.e., that they are more often Mantoux-negative 
than normal persons of the same age—and the findings in 
the case reported are consistent with this view. Lemming 
(1940) has failed to produce tuberculin-sensitiveness in 
cases of sarcoidosis even by the administration of living 
B.C.G. vaccine. Although such findings might be con- 
sidered as evidence against a tuberculous aetiology for 
sarcoidosis, or rather as evidence of a considerable im- 
munity to tuberculous infection, no explanation is given 
why a lesion in which no bacilli are demonstrable should 
not only persist for years but continue to develop in fresh 
sites. A remarkable case was reported by Wiseman (1938) 
in which tubercie bacilli were detected in the ulcers of the 
leg, said to be due to Boeck’s sarcoid; but, as Ingram 
(1938) pointed out later, the evidence for the diagnosis of 
sarcoidosis was by no means conclusive. 

The suggestion is made that Ranke’s (1928) classification 
of tuberculosis may be extended and applied to almost any 
infection and that considerations of this sort may lead to 
an explanation of the above-mentioned facts. Ranke 
divided the tuberculous state into three stages, each 
characterized by its own type of tissue reaction. The 
primary stage, or stage of invasion, usually occurs during 
childhood for the majority of the population: it is symp- 
tomless and signless. In the secondary stage “ tissue 
allergy ’ is said to develop, and, although it may also be 
symptomless, signs are present in the shape of positive 
tuberculin reactions. The lesions of this stage are exuda- 
tive in nature—e.g., some cases of erythema nodosum, and 
some cases of uveo-parotitis, and even, possibly, some 
cases of Boeck’s sarcoidosis. In the tertiary stage, with 
typical proliferative active tuberculous lesions, the skin 
tests with tuberculin may reveal a lessening of tissue 
hypersensitivity and an increase in tissue immunity. 


It is common ground that any infection goes through 
very similar stages. There is an incubation period repre- 
senting Ranke’s first stage—the stage of invasion; and 
finally there is the fully developed disease. The problem 
of the second stage is less clear, but every physician sees 
many unexplained abortive cases which may well fall into 
this group. Cases of “threatened pneumonia” are not 
uncommon, and, in particular, cases of “ meningism of 
uncertain aetiology,” in which the tension of the cerebro- 
spinal fluid is increased and yet no signs of definite disease 
can be made out in any part of the body, are often seen. 
Such cases, I consider, represent the second stage of an 
infection. Invasion has occurred, followed by an exuda- 
tive tissue reaction, but the bodily defence mechanisms 
have in these particular cases overcome the invading 
organisms before the typical third-stage appearances of a 
recognized and recognizable disease have developed. 

In view of Lemming's experiments it is permissible to 
conjecture that the second stage may be a non-specific one. 
Invasion may occur, and the second stage may actually be 
the development of either tissue allergy or anergy, accord- 
ing to the balance struck between the invading germs and 
the bodily defences. The type of tissue reaction may well 
be the same for all infections. Sarcoidosis may represent 
a typical second-stage lesion, as in my opinion does the 
particular type of it described as uveo-parotitis (Lewis, 
Raines, and Stewart, 1936). It is likely that a majority of 
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cases are the response of the tissues (anergy or allergy) 
to a tuberculous invader, but it is more than likely that 
the second stage in infection is a non-specific one, and that 
the appearances of disease of a common sort are only 
produced when the balance between attack and defence 
is so disturbed as to allow of the development of the pro- 
liferative lesions of the third stage of disease, with the 
characteristic tissue immunity. 


Summary 
An unusual case of sarcoidosis is described, with * visceral- 
ization” in the nervous system, producing Adie’s syndrome. 
Episcleritis and uveo-parotitis occurred later in the same patient. 
A general discussion of the possible mechanisms of infection 
is attempted, and it is maintained that conditions such as 
sarcoiditis represent a non-specific second stage of disease. 
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AN OUTBREAK OF ACUTE GASTRO- 
ENTERITIS AMONG TROOPS IN 
A LARGE TRAINING AREA 


PRELIMINARY REPORT 
BY 


A. H. D. SMITH, WV.C., T.D., M.B., Ch.B. 
Lieut.-Colonel, R.A.M.C. 


AND 


D. J. DAVIES, M.B., B.S., D.P.H. 
Captain, R.A.M.C, 


In the midsummer of 1940 a few sporadic cases of enteritis 
of a very mild type occurred in a military camp, and 
despite all efforts no causal factor was discovered. None 
of the cases conformed to any of the known diseases with 
which diarrhoea of the small-intestinal type is associated. 
In several there was definite enlargement of the spleen, 
and in one case it was palpable for several weeks. It was 
never tender on palpation. Agglutination tests for typhoid 
and paratyphoid groups and tests for Brucella abortus 
gave negative results. 

From the opening of the camp in the beginning of 
September, 1939, no case of typhoid, paratyphoid, cr 
dysentery had occurred until this outbreak, and none has 
occurred since. T.A.B. inoculations had been carefully 
and widely carried out, and very few, if any, of the troops 
were not fully covered. 

About the middle of September, 1940, a definite epi- 
demic of gastro-enteritis began, and it still persisted at 
the time of writing (December 18). This was not limited 
to the military units, but existed among the civil popula- 
tion in the immediate vicinity, though apparently it has not 
been investigated by the civil authorities. 

Every effort has been made to exclude the possibility 
that infection has been conveyed by foodstuffs, the milk 
supply, or the water supply. Repeated bacteriological 
examinations of these sources have been made, and all 
have been persistently negative for the typhoid group, 
the Salmonella group, staphylococci, and streptococci. 


Many specimens from the food served to all ranks in the 


camp were examined, including meat, sausage, margarine, 
cake, bread, and cheese. The water supply. which came 


from the mains of the near-by town, was chlorinated 
during the period of investigation. 

Among a very large number of troops about 159 
reported sick, and some 30 of these had to be admitted 
to hospital. In addition many had had similar symptoms, 
but of such mild degree that they did not seek medical 
advice. In those cases admitted to hospital every effort 
was made to obtain a careful history of the illness and 
its opening phases, and thorough bacteriological examina- 
tions were made of the faeces and the blood in the acute 
phase and during the convalescent stage ten days after the 
onset and later. All bloods sent to the laboratory were 
cultured. It may be noted at once that the bacterio. 
logical examination of both blood and faeces was entirely 
negative. Blood counts were not done, and as we were 
unable to obtain specimens the vomit was not submitted 
to laboratory examination. The history of the illness 
was not constant, though 60% conformed very closely to 
what we can call the typical case. In such a case the 
patient retired to bed feeling perfectly fit. In the early 
hours of the morning he or she would wake up with 
intense and urgent vomiting, followed by diarrhoea of a 
very watery type. There was little malaise, and the most 
prominent symptoms apart from diarrhoea and vomiting 
were mild backache and a feeling of heaviness in the 
abdomen. The diarrhoea varied from a few motions a 
day to, in one case, twenty-six motions. The stools 
contained no blood or mucus: they were offensive, of 
the typical small-intestine type, and usually chocolate- 
coloured. The course of the illness in its acute stage was 
short. Most patients had a temperature varying from 
99° to 100° for from twenty-four to thirty-six hours, A 
few had a higher temperature, but none over 101°, and 
in a few cases the pyrexia persisted for seventy-two 
hours. There was no prostration in any case, and imme- 
diately after the acute phase all patients complained of 
hunger and asked for food. Convalescence was smooth 
and rapid, and only a few cases relapsed. Most of those 
infected were fit to return to duty in about a week from 
the onset. During the acute stage the tongue was slightly 
furred ; redness of the fauces was often seen: there was 
no skin eruption or epistaxis; and abdominal palpation 
revealed nothing except splashing in the right iliac fossa. 
The spleen was never palpable. There was no distinctive 
feature in the pulse rate. 

Atypical cases had vomiting and no diarrhoea, of 
diarrhoea and no vomiting, the clinical course otherwise 
being similar to that of the typical case. The bulk of the 
cases were ambulatory. In a number of atypical cases 
there were prodromal symptoms of a few hours’ dura- 
tion. These consisted of a feeling of malaise and shiver- 
ing. In a series of 76 cases 50 had diarrhoea and 
vomiting, 6 vomiting only, and 20 diarrhoea only. The 
epidemic was still prevalent at the time of writing, and 4 
few recent cases have developed respiratory catarrhal 
conditions either previous to the gastro-enteritis or imme- 
diately following the attack. Whether there is any sig: 
nificance in this it is too early to decide. 

It is as yet impossible to define the incubation period 
with any real accuracy, but in the light of our present 
experience it would appear to range from thirty-six hours 
to seven days. Recently the cases have occurred in such 
a manner as to suggest that the illness is passed from 
patient to patient by contact infection, and we have 
noticed that men sleeping in beds adjacent to known 
cases have developed the gastro-enteritis during wha 
we consider to be the incubation period. There is 10 
epidemiological evidence to suggest infection from food, 
water, or milk as the causal factor. The outbreak has 
not been explosive in character and is obviously of @ 
protracted type. 
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We cannot at present do more than suggest possibili- 
ties as to the cause of this epidemic. Unfortunately we 
have not been able to refer to the literature on this sub- 
ject. We have, we believe, excluded the common causes 
of acute diseases of the gastro-intestinal tract—namely, 
typhoid, the paratyphoids, the dysenteries, and the Sal- 
monella group—and food poisoning due to staphylococci 
and streptococci has also been excluded. The chemical 
causes have not yet been excluded, and this is to be part 
of our further investigations. 

It is possible that this outbreak is of virus origin and 
similar to the so-called gastric influenza, or the gastro- 
enteritic type of distemper in dogs or swine fever in 
pigs. Bloods from different cases presenting the symp- 
toms are being examined at the Wellcome Institute, 
London, for the possibility of virus infection, but no 
results are yet available. It is hoped that this pre- 
liminary paper will stimulate investigations at other 
stations which may have similar outbreaks, and at a 
later date we hope to publish further observations and 
to have available the results of the work at the Well- 
come Institute, together with the results of blood counts 
and the examination of faeces and water supply for any 
possible chemical cause. 

We wish to thank Dr. D. T. Robinson, who has worked in 
the closest co-operation with us in these investigations and 
who has been entirely responsible for all the bacteriological 
work; also Major-General W. Brooke Purdon and Colonel 
D. Ahern for permission to publish this preliminary note. We 
wish especially to stress how close and cordial are the relations 


between the emergency public health laboratory and _ the 
R.A.M.C. in this area. 


THE REPAIR OF LACERATED EYES 


BY 


R. LINDSAY REA, M.D., F.R.C.S. 


Ophthalmic Surgeon, West End Hospital for Nervous 
Diseases, and the Western Ophthalmic Hospital 


This article may be looked upon as a plea for the saving 
of a damaged eyeball. I hope it will appeal to all 
surgeons, whether ophthalmic or general. 


Many of those who are injured as the result of air raids 
are found to be suffering from lacerated injuries, as in 
the recent case of a man aged 50 who had both eyes 
slashed across with flying glass. The left eye was literally 
in ribbons and had to be removed, but the right eye 
showed a horizontal cut across the cornea from limbus to 
limbus. The edges of the wound were fairly well opposed. 
This condition is often found among the civilian wounded, 
and the requisite operation should present no difficulties to 
an ophthalmic surgeon. The general surgeon, however, is 
often tempted to remove such an eye. Instead the follow- 
ing procedure—known as Kuntze’s operation—is recom- 
mended. 

Operative Procedure 


The skin of the eyelids, forehead, nose, and cheeks is care- 
fully cleansed, preferably with merthiolate solution No. 45 
(P.D.), 1 in 4,000. The lids are gently held apart by an 
assistant and lifted from off the eyeball to avoid all pressure 
and the consequent squeezing out of the contents of the eye- 
ball. A few drops of 5° cocaine and some of the same 
Merthiolate solution are used to clean the conjunctival sac, 
but washing out should be avoided. On the side nearest 
to the wound the conjunctiva is picked up and cut with 
scissors, thus forming a ribbon (Fig. 1) which can be gently 
slipped down over the cornea and laid over the length of the 


corneal wound. At each side the ribbon is held in place by 


a suture (Fig. 2). Soft ophthalmic boric ointment with 1% 
atropine is laid inside the eyelids, and both eyes are bandaged 


to avoid movement. A little ointment may be slipped into 
each conjunctival sac daily. In four to five days the sutures 
will cut out, and often the ribbon will retract, showing a 


healed cornea. If the conjunctiva adheres to the wound this 
can be gently dissected off a few weeks later. The action of 
the eyelids helps in the separation of the conjunctiva from the 
cornea, 

In the case mentioned above it was discovered, when the 
cornea was healed, that the lens capsule had been lacerated 
and lens matter filled the anterior chamber. This will be 
removed by a curette evacuation later on. 

Sometimes a cornea will not heal, owing either to mal- 
position of the edges of the wound or to the fact that the 
wound edges are not sharply linear. Here the procedure is 
the same -at first as that already mentioned. Pressure of the 
eyelids on the damaged eyeball must not be allowed. A 
narrow strip of conjunctiva is again dissected more or less 
parallel with the wound. Using Traquair’s conjunctival suture 
forceps—an instrument with a small horseshoe at the end of 
each prong (Fig. 3)—the edge of the corneal wound can be 
picked up and a fine needle passed from within outwards 


Fic. 3.—Traquair’s conjunctival suture forceps. 


through the thickness of the cornea between the little arms of 
the horseshoe and then through the overlying conjunctival strip. 
The other.edge is now picked up in the same way and another 
needle is passed through the cornea, then through the conjunc- 
tival slip, and the suture is tied. (The suture, a 12-inch piece 
of silk threaded at each end with a fine cutting needle, is made 
by Messrs. Merson of Edinburgh and is used for corneo- 
scleral suturing during cataract operations. It bears the 
author’s name. If not available any fine silk—say No. 00 
thickness with a No. 5 or 6 squint needle at each end—will do.) 
The overlying vascular slip helps the avascular cornea to 
repair, and thus the eye can be saved. It should be mentioned 
that protruding iris should be gently caught up and cut away. 
To avoid pressure on the eyeball Arruga’s speculum should 


be used. This is better than using Desmarre’s separate lid 


retractors. 

The final stage of the operation, depicted by Fig. 4, is the 
same as Fig. 2, but instead of a suture at each end of the 
slip the suture will be in the middle of the slip but not quite 
in the centre of the pupillary area. 


The largest wound of the eye ever repaired by me was 
a transverse cut across the cornea and as far again through 
the sclera. Another case was that of a machinist who was 
cutting tin. A strip flew out of the machine and cut the 
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woman's eye from the inner canthus to the outer. She 
had the wit not to squeeze, but just held her eyes shut. 
The wound, treated as above, healed, and it was then 
found the lens’ had not been totiched. In spite of 
some lost iris she retained good vision and was able to 
start work again. 


Clinical Memoranda 


Albinism: Observations in Two Native 
Seychelles Families 


Among many peculiarities in Nature’s constructions is albinism. | 


This subject is of some special interest, as it is seen not only 
in mankind but also in animals. The following observations 
were made on two native families in Mahé, Seychelles Archi- 


pelago, situated in the middle of the wide expanse of the . 


Indian Ocean. 


Family A.—Of this family of eight, six members are pure 
albinos. The father is an albino, the mother a pure negress. 
The first five children are albinos, the sixth a pure negress. 
The father is the son of a pure Frenchman from Réunion 
and a pure negress (a Malgache) from Madagascar. Whereas 


ALBINO HAN NEGRO WIFE 


FIVE ALBINO CHILDREN ONE NEGRO BABY 


Fic. 1.—Showing genealogy of Family A. The white circles 
represent Europeans; the black circles, negroes and negresses; 
and the black circles with white centres, albinos. 


NEGRO WIFE 


ONE ALBINO CHILD 
Fic. 2.—Showing genealogy of Family B. The black circles 
represent negroes and negresses; and the black circle with white 
centre, an albino. 


he was born an albino, his only brother is purely negroid ; 
so far as can be ascertained this brother has no children. 
His grandparents were pure French on his father’s side but 
pure Malgache of Madagascar on his mother’s side. His wife, 


a negress, is a descendant of a pure negroid stock from Africa. - 
She and her youngest baby appear to be normal in all — 


characteristics. 


Family B.—This is a family of nine, being father, mother, - 


and seven children, of whom the third is a pure albino. The 
entire ancestry consists of pure African negroid stocks, without 
any albino whatsoever. In this albino child all the typical 


characteristics seen are similar to those observed in Family A. . 


The parents and other children are normally negroid in all 
characteristics. 


These albinos show certain marked features. There is com- 
plete absence of pigment in the skin, the hair, and the eyes. 
The skin is extremely white, unrelieved by the slightest tint 


of red. from exposure to strong sunlight. The hair is Curly, 
of the negroid type but rather fine, and this is uniformly seen 
all over the body in all the above cases. The pupil shows , 
red tint, and the iris surrounding it has a pale rosy colour, 
Bilateral nystagmus is present in all cases, as also is photo. 
phobia. They cannot tolerate strong-light, and when asked 
to face sunlight they close the eyes at once. Myopia, too, 
is pronounced in these cases, and large letters are discerned 
to any degree of clarity only at about four to five inches 
distant. When they are out walking the face and eyes are 
turned downwards. 


Albinism is a congenital anomaly consisting of a remarkabk 
peculiarity in the physical constitution of certain individuals, 
The Portuguese, who recorded their findings among the negroes 
of West Africa, called the persons so affected “ albinos” 
The pigment defect has been observed both in_ the. white 
and in the black races of mankind. It is most common and 
most pronounced in the negro and Indian races. It has also 
been encountered in the lower animals, among which are 
found the white monkey, the albino crow, robin, and. opossum, 
the white hare, and the so-called white elephant, which is 
regarded with veneration by some Eastern nations. 

In -these native Seychelles families no mental defect js 
observed except a slow mental response. The powers of 
procreation appear to be unaffected. In Family A five albino 


Fic. 3.—Family A. 


Fic. 4.—Fanny Bb. 


children. are born from an albino father, a condition cor 
sidered to be of great rarity. In Family B the birth of an 
albino child to negroid parents seems to be more compatible 
with the usual observations. 


Consanguinity and heredity have been noted among the 
alleged causes of albinism, but its aetiology is obscure. Cat 
it’ be due to a fault in the endocrine system> a break o 
absence of a hormone in the chain which regulates the colour 
ing matter in the skin, hair, and eyes? Is it some defect 
in the suprarenal gland or in the posterior pituitary gland? 
In fact, what is it? 

Epwarb CHRISTIANSON, M.B., Ch.B.Ed., 
Resident Surgeon, Colonial Medical 
Service, Seychelles. 

BIBLIOGRAPHY 


Ballantyne, J. W. (1915). Encyclopaedia Medica, vol. i. 
Encyclopaedia Britannica, 9th ed., vol. i, 1875, London and New York. 
Savill, T. D. (1933). System of Clinical Medicine, 9th ed., London. 


\| 


A 

A 

A 

tion 

enc 

6,00 

I 

lays 

Ha\ 

Ro} 

he 

whi 

at... nur 

of 

agr 

| has 

mit 

cul 

sity 

anc 

tho 

Stat 

4 

her 

Ope 


ITISH 
OURNAL 


iS curly, 
nly seen 
Shows g 
Colour, 
photo- 
asked 
dia, t00, 
iscerned 
> inches 
“Ves are 


larkable 
iViduals, 
Negroes 
Tinos,” 
white 
10N and 
has also 
lich are 
possum, 
vhich is 


efect is 
wers of 
> albino 


1 of an 
rpatible 


yng. the 
>, Can 
‘eak of 
colour 
defect 
gland? 


3. Ed., 
i] 


“Apri 12, 1941 


REVIEWS 


THE BRITISH: 
MEDICAL JOURNAL 557 


Reviews 


BONE GRAFT SURGERY 


Bone Graft Surgery in Disease, Injury and Deformity. | 

By Fred H. Albee, M.D., LL.D., Sc.D., F.A.C.S., FICS. 

Assisted by Alexander Kushner, M.D., B.Sc. (Pp. 404; 

illustrated. 35s. net.) New York and London: D. 

Appleton-Century Company. ; 

This book is an authoritative and comprehensive exposi- 
tion of the principles and technique of bone graft surgery 
embodying the author’s technical methods and the experi- 
ence he has gained in the treatment and follow-up of over 
6,000 cases. 

In his opening chapter on general principles Dr. Albee 
lays stress on the complete re-vascularization of the graft 
by the growth of blood vessels from the host into its 
Haversian canals which was demonstrated in 1929 in 
post-mortem specimens specially prepared and injected by 
Sir Arthur Keith and preserved in the Museum of the 
Royal College of Surgeons. The author believes that in- 
creased blood supply to the diseased tissues via the re- 
vascularized graft is one of the underlying causes of the 
beneficial action of the graft in tuberculosis of the spine. 
From this follows the extreme importance of including all 
the layers of bone in the graft and of bringing these into 
as accurate coaptation as possible with the corresponding 
layers of the host, best accomplished by the inlay graft, 
which is, generally speaking, the most desirable form of 
grafting. The author does not approve of either intra- 
medullary or osteo-periosteal grafts. For the latter he 
substitutes “sliver grafts” which are cut very thin but 
include all the layers of the donor bone. All graft 
material that is not autogenous is rightly condemned. 

After a chapter devoted to armamentarium, in which 
he insists upon the necessity for special tools for such 
specialized work as bone graft surgery and describes his 
own outfit and specially designed operating table, Dr. 
Albee passes on to a consideration of spinal fusion, with 
which his name is particularly associated. This chapter 
contains a full description of his technique of inlay graft- 
ing for spinal tuberculosis, and the text is illuminated by 
Numerous diagrams and line drawings. Dr. Albee-is so 
firm a believer in the benefits of spinal fusion that he 
performs it for a large variety of spinal conditions besides 
tuberculosis, for some of which—as, for instance, vertebral 
eriphysitis and osteochondritis in adolescents—the opera- 
tion is not commonly performed in this country. In cases 
of tuberculosis he is a warm advocate of spinal fusion as 
early as possible in progressive disease in both children 


. and adults. With this, though he makes out a good case 


in support of his views, he will not meet with universal 
agreement, especially in this country, where the tendency 


_has always been towards conservatism in the case of 


children ; only specially selected cases are, as a rule, sub- 
Mitted to fusion operation. Even in adult spinal tuber- 
culosis some doubt has recently been cast on the neces- 
sity for fusion in every case, notably by Seddon, who 
analysed carefully a number of cases treated at Stanmore 
and came to the conclusion that the end-results of cases 
treated conservatively throughout were no worse than of 
those treated operatively, and that the time factor was not 
materially shortened in the latter cases. The unqualified 
Statement, in another part of this chapter, that tuberculosis 
of the sacro-iliac joint is the most fatal of all joint affec- 
tions does not accord with experience in this country, and 
here again Seddon has shown that the results of fusion 
Operations in uncomplicated cases are not superior to 
those of conservative treatment only. Most surgeons 


would agree with Dr. Albee in advocating spinal fusion 
operations in scoliosis, in certain cases of vertebral frac- 
ture, and in spondylolisthesis. 

In the chapter on hip-joint surgery the author hardly 


_ gives sufficient credit to the Smith-Petersen pin in the 


treatment of fresh fractures of the femoral neck, and few 
surgeons:in this country would agree that the autogenous 
bone peg is the treatment of choice in these cases, except 
where open reduction is not considered wise. Nailing 
these fractures without open reduction is now a firmly 
established method, and is giving a high percentage of 
union, failures being due, in most instances, to faulty 
technique rather than to faulty selection of cases. In cases 
of non-union, however, the autogenous bone peg is of 
undoubted value. The important operation of arthro- 
desis of the hip is fully described, and both here and 
throughout the book the author, while naturally giving 
prominence to his own methods, also describes or gives 
in schematic form alternative techniques designed by other 
well-known surgeons. His relatively new and important 
contribution to the treatment of paralytic hip conditions 
by elongation of the kinesiological lever at the top of the 
femur is described in this chapter. 

In the remaining chapters, on bone graft surgery for un- 
united fractures, for replacement of bone, plastic bone 
graft surgery, and arthrodesing and bone block graft 
operations, the author’s mechanical genius has full play, 
especially in those on ununited fractures and plastic pro- 
cedures. This is Dr. Albee at his best, and careful study 
of these clearly described and well-illustrated procedures 
will certainly repay any surgeon who is interested in this 
branch of surgery. The book throughout is generously 
illustrated with radiographic reproductions, and the 
schemas and line drawings are helpful in clarifying textual 
descriptions of technical procedures. A full bibliography 
is appended to each chapter. 


PERSONALITY AND INSTINCTS OF ANIMALS 


The Personality of Animals. By H. Munro Fox, F.R.S., 
Professor of Zoology, University of Birmingham. Pelican 
Books A. 78. (Pp. 124. 6d.) Harmondsworth: Penguin 
Books, Ltd. 
Until comparatively recent times the study of zoology was 
divided between the morphologist and the field naturalist, 
who exchanged few contacts. Some twenty to thirty years 
ago a school of experimental zoology arose which has 
studied animal life under rigidly controlled scientific con- 
ditions. In this entertaining little book, free from the 
anthropomorphism to which animal lovers are so prone, 
Prof. Munro Fox has given a popular account of some 
of the results obtained thereby. We learn that fishes can 
not only hear but can discriminate between sounds if not 
less than an octave apart ; that a dog’s perception of sound 
includes notes of much higher pitch and is not only ten 
times as acute as ours but in discriminating the source of 
a sound is also twice as accurate. We are told that bees 
can see blue but not red, while they can see ultra-violet 
rays; hens can see blue but not violet ; pigeons can see 
the red end of the spectrum better than the further end ; 
while cats and dogs are colour-blind. But if animals have 
poorer colour discrimination than we have, their sense of 
smell and of position are far more accurate. There is an 
entertaining chapter entitled “Do Animals Count? ” 
which suggests that the more intelligent ones can count 
up to five but not beyond, as well as a fascinating 
description of the way in which a bee’s sense of time can 
be accelerated by thyroid and delayed by quinine. The 
importance of the hormonal drive in directing instincts is 
emphasized. Through such information we are skilfully 
led to realize how differently our world appears to animals. 
The author reaches the conclusion that those animals 
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which have fewest instincts possess most personality, for 
then each individual in its lifetime accumulates a different 
store of experience on which it acts; each individual is 
different from its neighbours. Mammals, and more 
particularly man, have fewest instincts and therefore have 
the greatest degree of personality. 


PHARMACOLOGY AND THERAPEUTICS 


Poulsson’s Textbook of Pharmacology and Therapeutics. 
Edited and revised by Stanley Alstead, M.D., M.R.C.P. 
Third edition, with new appendix. (Pp. 558. 21s. net.) 
London: William Heinemann (Medical Books) Ltd. 1940. 
The third English edition of Poulsson’s Textbook ° of 
Pharmacology and Therapeutics is edited by Dr. Stanley 
Alstead. It is only two years since the last edition ap- 
peared, and the chief change in the present volume is the 
addition of an appendix which contains an account of the 
sulphonamide drugs and a summary of the more important 


monographs in the Second Addendum (1940) to the British . 


Pharmacopoeia, 1932. 

The publishers state that the exigencies of the time have 
prevented a complete revision of the text. This is evident 
in certain sections. For example, the vitamins are dealt 
with in littke more than a page, and the text suggests that 
the chemical constitutions of most members of this group 
are still unknown. We found no mention of vitamin K. 
The sex hormones occupy only half a page, and no mention 
is made of the existence of synthetic oestrogens. In ihe 
chapter on the thyroid the isolation of thyroxine by 
Kendall is mentioned but no account is given of the sub- 
sequent work on the chemistry of thyroxine. These 
examples could be multiplied, and we feel it necessary to 
mention them because the textbook is intended for use 
by students, and a student who relied upon it for informa- 
tion concerning certain recent pharmacological advances 
might find himself in difficulties in an examination. 


STATISTICAL CALCULATIONS 


Statistical Calculation for Beginners. By E. G. Chambers, 
M.A., Assistant Director of Research in Industrial 
Psychology, Cambridge ; Fellow of the Royal Statistical 
Society. (Pp. 110. 7s. 6d. net.) Cambridge: The Uni- 
versity Press. 1940. 
The object of Mr. Chambers in writing this book was to 
provide field and laboratory workers, especially those 
doing psychological work, with explicit instructions as to 
the calculation of the various statistical indices necessary 
to describe their results, interpret them, and measure 
their significance. Mr. Chambers has, we think, suc- 
ceeded ; any docile and industrious student who obeys the 
instructions will reach precise results. Whether a perusal 
of the book is likely to fire an ordinary reader’s enthusiasm 
for statistical research is another matter. Mr. Chambers 
has perhaps kept a little too strictly to the terms of refer- 
ence he gave himself. It is true that proofs of the 
methods the arithmetic of which he describes are (as he 
says with a rather irritating frequency) often difficult. It 
is equally true that the principles involved can usually be 
explained without mathematical symbolism. To take a 


' simple example, to prove that the limit of the binomial 


distribution of “ heads and tails ” is a “ normal” curve is a 
rather difficult piece of algebra. But any intelligent person 
with a pencil and piece of paper can convince himself, by 
trying out the possibilities of 2, 3, 4, 5, or more tosses, 
that the graph does become smoother and smoother, and 
will be more willing to take on trust the proof that the 


_“ curve” to which he is gradually approximating has such 


or such an “ equation.” 

The student will find the manual of much practical use 
if he first reads, fairly quickly, some general book on 
statistical principles. 


Notes on Books 


The American Gynecological Society was founded in the 
year 1876, and the sixty-fifth volume of its Transactions, edited 
by Dr. Richard W. Te Linde, has been published at St. Louis 
by the C. V. Mosby Company. This comprises the pregj- 
dential address delivered by Dr. Fred L. Adair, and seventeen 
papers reprinted from the American Journal of Obstetrics and 
Gynecology with reports of the discussions that followed 
them. Three of the papers are on obstetrical subjects, the 
remainder being gynaecological. The papers and reports are 
preceded by official information, and followed by five memorial 
notices of deceased Fellows. The British Honorary Fellows 
of the American Gynecological Society are, in order of their 
election, Herbert R. Spencer, J. Munro Kerr, T. Watts Eden, 
W. Fletcher Shaw, Victor Bonney, and Eardley Holland ; and 
the names of seventeen of their fellow-countrymen are recorded 
in the list of deceased Honorary Fellows. , 


The second edition of Dr. E. E. CLAxton’s clear and useful 
book on weight reduction contains very few alterations, but a 
war appendix has been added, consisting of two pages only, 
on vitamins. May the day soon come when this book will be 
wanted again, because in the meantime war conditions provide 
all the weight reduction needed in most cases. Its full title 
is Weight Reduction: Diet and Dishes. With Tables and 
Recipes Suitable for Diabetics; the publishers are William 
Heinemann (Medical Books) Ltd., and the price is 8s. 6d. 


Preparations and Appliances 


A THOMAS SPLINT MODIFIED TO 
BRAUN’S TYPE 


Mr. J. C. R. Hinpenacn, M.D.N.Z., F.R.C.S., writes: 


Those of us who had to shift at a few days’ notice from 
a well-equipped London hospital to a sector hospital stocked 
from Government stores have often bemoaned the lack of 
appliances to which we had been accustomed. Among others, 
Braun’s splint, so useful in the treatment of certain fractures 
of the tibia, was not supplied. However, the Government 
issues of a Thomas splint, two footpieces, and a_ bed-pulley 
and clamp can be, to some extent, adjusted to make up for 
this loss. The photograph is almost self-explanatory. 


A Thomas splint, with padded ring, is bent at the knee. 
The leg is supported on flannel bandages held with clips and 


safety-pins. Extension is obtained through skin strapping of 
a Kirschner wire through the os calcis or lower end of the 
tibia. Support to the splint is given by using two footpieces 
suitably spaced along its length. These should rest on @ 
board in the bed. Fracture boards are placed under the 
distal half of the mattress, enabling the ring of the splint t@ 


-sink into the bed. If this does not occur the lower haif of 


the ring will tilt the splint. If the footpieces are reversed © 
overcome this and raise the splint it is found that the 
pulley-clamp at the end of the bed cannot be lengthened, 
and the traction pull will not then be horizontal. 
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foreign practitioners. Similar. action is urged upon civil 
hospital managers, the suggestion being made, for 

n the instance, that where two Class A and two Class B2 

edited BRITISH MEDICAL JOURNAL officers are engaged in a hospital’ the number might 

a LONDON be reduced to one or two of Class A and one Class B2 

aoe without serious loss of efficiency. They, too, are asked 

cS and SATURDAY APRIL 12. 1941 to give favourable consideration to the replacement of 
lowed a certain number of British practitioners by those of 

a) foreign nationality. An important suggestion is that 

be the resident staffs of hospitals should be pooled to a 

ellows . MEDICAL MAN-POWER certain extent, presumably within a hospital region, so 

Be The needs of the fighting Services, of the expanding that hospitals which cannot in present circumstances 

; an {war industries, and of agriculture are being met by the be staffed up to the optimum standard may — 

corded } reabsorption of men and women who have abandoned '™Porary relicf at times of stress from others less 

; acraft in which they had acquired skill and by what embarrassed. The Ministry further indicates that the 
useful | is called dilution. In the economic ups and downs of | #™me has now come to release junior house officers by 
buta f trade men and women pass from one occupation to replacing them with senior students in their final year 
only, fF another in which they can make a better living, so that Of Study, as in the last war. They should, however, be 
there is some reserve of workers with experience ina ™Ployed 

il tie & particular industry who are not employed in it at any SUPérvision by members of the teaching stalls of their 

s and { one time: It is augmented by a very large number of medical schools. They should usually be appointed 

Viliam trained women who have married and ceased to follow fF three months 

a. their premarital occupation. All these can be, and than 50% of the resident staff. For the purposes of 

—= = § are being, drawn upon for the wartime reorganization the Emergency Hospital Scheme salaries will be recog- 
of industry. Some of them require re-education, but Zed at the rate of £50 a year, with board and lodging 
it is in connexion with dilution that intensive training (°t €xceeding in value £100 a year). 

——= is imperative as a substitute for the usual long appren- ™edical staffs of health departments who are not en- 
ticeship to a craft. The nursing profession, in which 8@8ed in hospital duties, the Ministry urges the maxi- 
shortage had become acute before the war, has been mum of economy without prejudice to essential services. 
subjected to both these processes, non-registered nurses Omen, for oer well replace men engaged 
being supplemented by assistant nurses and nursing 1" sop eeagpscionein — welfare work, and part-time assis- 

auxiliaries who have been given a brief course of train- ps 

while many fully or partially trained married Hime Weir privale Practices might be 
others, # murses have returned to the service in a whole-time utilized to release young whole-time medical officers. 
actures | or part-time capacity for the duration of the war. Economy in the use of administrative medical officers 
rnment f Their salaries and conditions of service are being im- "™@Y be effected by combining areas and relieving medi- 

“pully proved in order to accelerate these processes. cal men so employed of work of an administrative and 

up for The position in the medical profession is differ- clerical nature which could quite well be done by lay 

nee Men rarely leave it for other walks of life. Mcers. 

ps an | Some retire with advancing age. Many medical If these proposals are energetically taken up by the 


women continue to practise after marriage. The 
reserves are therefore small. Both men and women 
who had given up the practice of medicine for the 
above or for other reasons have returned, but their 
numbers are insufficient to ease the situation greatly. 
On the other hand the possibilities of dilution in a pro- 
fession which requires so long and arduous a training 
are limited, though they do exist. The large drain on 
medical personnel created by the essential demands of 
the fighting Services has therefore to be balanced mainly 
by those left in civil practice bearing a heavier burden. 
It was to consider this. situation that the Robinson 
Committee was appointed last December at the urgent 
tequest of the Central Medical War Committee, and 
a recent circular of the Ministry of Health to local 


ping Of authorities and voluntary hospitals may be regarded 
of th @ as the first patent response to its recommendations.! 
er af The calls of the Services have been great, and it is 
jer the @ 800d to know that they are now reviewing their medical 
lint © establishments so as to reduce them as far as possible. 
haif ¢} The Ministry of Health is also reconsidering the staff 
a engaged in the Emergency Medical Service with a view 
nell fo its reduction and replacement to some extent by 


'Min’stry of Health. Circular 2323, March 28, 1941. 


See this week's 
Supplement. 


several responsible bodies they should do something 
to relieve the present situation, although they might 
very well have come sooner. The excellent suggestion 
to employ medical students in hospitals, for instance, 
has reached hospitals and medical schools at a time 
when final-year students are nearing their examinations 
and are therefore most likely to be thrown out of their 
academic stride if they devote themselves assiduously 
to the new routine hospital duties to which they will 
be suddenly called. Fortunately some medical schools, 
notably Liverpool, have already moved far in this 
direction of their own volition. The effect of this and 
the other proposals will depend largely on the appre- 
ciation by all concerned of the fact that services of 
any kind cannet be staffed at an optimum level at the 
present time. Above all, the action taken as to 
their establishments by the fighting Services will be 
awaited with interest and some anxiety. It is their great 
demand that has created the difficulties in the medical 
profession, which was not overstocked before the war, 
and something more than their own assurance is 
required to convince us that they are approaching re- 
organization of their medical staffs with a realization 
of the shortage in civil life. To a certain extent the 
same comment applies to emergency and other civil 
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hospitals, and the public health service. It is perhaps 
natural that senior medical officers and honorary staffs 
should be reluctant to release house officers who appear 
to them to be essential to the efficient performance of 
both the emergency duties cast upon them and also 
their ordinary civilian work. But the effect so far 
has been to deplete general practice disproportionately. 
The crux of the situation is contained in these sentences 
of the circular: “Private practice has already been 
seriously affected by the recruitment of practitioners 
of military age, and if a fair balance is to be preserved 
and essential medical services carried on, other branches 
of medical practice ought to make further contributions 
to the Armed Forces.” As final comment it may be 
repeated that the Armed Forces themselves can also 
make a contribution to the solution of this complex 
problem. 


PROBLEMS IN WOUND HEALING 


The healing of wounds was considered at a recent 
meeting of the Medical Society of London, and an 
account of the discussion appears at page 568. The 
time is opportune for a brief survey of this impor- 
tant question. The surgeon’s work rests upon the 
fundamental assumption that wounds will heal provided 
certain relatively simple conditions are fulfilled. This 
inherent tendency to healing and repair is so marked a 
characteristic of damaged living tissue that it has led 
to a comparative neglect of many of the underlying and 
determining biological factors. The wounds may be 
accidental or surgical, clean or infected ; they may be 
wounds of civil life or wounds of warfare. Yet in the 
absence of some overwhelming disaster such as serious 
shock, haemorrhage, or infection, Nature can be relied 
upon to make the most strenuous efforts to repair these 
breaches of her tissues however they have been 
inflicted. And if, in Pirogoff’s words, we consider war 


as a “traumatic epidemic,” and under modern con-~ 


ditions an epidemic that knows no frontiers, then a 
time of war must be a special one for the study of the 
problems of wound healing. Why then has the subject 
been so neglected? First, because the whole of surgical 
technique assumes the potentialities of wound healing, 
as in the absence of these all surgery would be im- 
possible. Secondly, the more detailed study of wound 
healing has been dependent on a whole host of 
ancillary developments all having some bearing upon 
the processes of tissue repair: on surgical technique, 
asepsis, and bacteriology: on the effects of various 
suture and ligature materials in wounds; on _ bio- 
chemistry and the knowledge of specific growth stimu- 
lants: and finally on the ramifications of the more 
recent knowledge of nutrition. The advances in all 
these directions have done, and are still doing, much 
to elucidate the mysteries of wound healing. The 
words of Ambroise Paré are as true to-day as when he 
used them to conclude his case records, “I dressed 
him and God healed him.” The greater our know- 
ledge of the processes of wound healing, the greater 
the need for the surgeon to see the therapeutic impli- 
cations of this knowledge. The patient must be made 
safe not only for the actual operation but also for the 
whole course of repair of his injury.. 


The subject may be approached by many ways, 
but all lead in the same direction. In war it jg 
inevitable that the question of infection should be 
uppermost in our minds and therefore claim our first 
consideration. Infection is the greatest enemy of 
wound healing. But although we know that the 
elimination of bacterial infection is the first step in 
securing the healing of a wound, infected wounds do 
not always provide the best material for the study of 
those factors which promote healing. These wounds 
are such complicated battlegrounds between offence 
and defence, between destructive and reparative forces, 
that they make difficult any detailed analysis of the 
various elements in repair processes. On the other 
hand, the conclusions drawn from a study of experi- 
mental wounds in animals cannot always be directly 
applied to human beings. But in addition to these two 
types of wounds there are those produced by the 
surgeon in an attempt to rid the body of some disease 
process, and a study of these may go far to illuminate 
the processes of repair. 

Much of the more recent work on wound healing has 
come from America, and much of it has been con- 
cerned with biochemical and nutritional aspects. At 
the same time much has been learnt from the failures 
of normal wound healing, from the cases in which for 
one reason or another the expected results have not 
been achieved. The conditions which lead to failure 
in wound healing may thus indirectly shed much light 
on the conditions which are the prerequisites of success, 


Whipple’ has recently reviewed the whole subject, 


especially from the standpoint of the lag or Jatent 
period in the development of healing. His work shows 
that wound healing is an orderly biological process 
which conforms in general to the laws of growth. In 
the individual wound the three most important pro- 
cesses are the amoeboid movement of cells, their 
mitotic proliferation, and the maturation of cells 
engaged in the fusion of wound surfaces. The local 
factors which determine the reparative processes 
depend upon the amount of damaged tissue in the 
wound, the vascularity and the integrity of the blood 
supply to the damaged tissues, the nature of the exu- 
date in the wound space and adjacent tissues, the 
number and character of the local infecting organisms, 
and the number and character of the local foreign 
bodies to be encapsuled or extruded. But these purely 
local conditions are far from being the only ones of 
import. The more general factors include the age of 
the tissue (whether adolescent, adult, or senescent), the 
state of hydration, the state of nutrition (especially in 
relation to protein and to antecedent loss of weight), 
the vitamin balance, and the state of the general circu 
lation and the blood. Orderly and normal wound heal- 
ing is thus dependent upon a close interrelationship 
between local and systemic factors. Experiment has 
confirmed the view of experience that age is a factor 
of great significance. Experiment has demonstrated 
that departures from the normal electrolytic and pro 
tein balance delay the processes of healing. Vitamin 
C is now known to play an important part in the 
formation of collagen fibres in wounds, and> vitamin K 
in the production of prothrombin and so in the contrdl 
of haemorrhage. Circulatory efficiency and the statt 


1 Ann. Surg., 1940, 112, 481. 
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of the blood may determine not only the immediate 
outcome of the operation but also the speed of the 
repair processes. 

The subject of wound healing may also be looked 
at in another way. What, for example, are the con- 
ditions that determine the breakdown or dehiscence of 
surgical wounds which might be expected to heal by 
first intention? Sokolov? has reviewed and analysed 
the factors in the disruption of abdominal wounds in 
732 cases. This phenomenon was twice as common 
in men as in women, and commoner in the first half 
of the year than in the second (this was thought to be 
due to a lowering of the vitamin C content of the 
tissues); it occurred especially between the ages of 
40 and 60, in asseciation with emaciation, in the pre- 
sence of malignant disease, or in association with opera- 
tions on the stomach or intestinal tract ; and, finally, 
the wounds which broke down were usually not 
infected. The figures quoted by Sokolov revealed that 
wound disruption took place in 2 to 3% of all 
abdominal cases. Other workers have arrived at 
similar results and conclusions, and all have stressed 
the fact that failure of the healing process is most likely 
to arise in patients suffering from gastro-intestinal 
disease. In reporting the post-mortem findings in 
a series of cases after partial gastrectomy Payne* 
stressed the fact that in a considerable proportion of 
these the fatal outcome was associated with an almost 
complete lack of response at the site of the anastomosis. 
Studley has also shown that the mortality in opera- 
tions for peptic ulceration is directly proportional to 
the antecedent loss of weight. The general nutrition of 
the surgical patient is thus inseparably bound up not 
only with the immediate prognosis of the operation but 
also with the breakdown or dehiscence of the operative 
wounds, whether visceral or parietal. 

During recent years much work has been done on 
vitamin C in relation to the healing of wounds. Lan- 
man and Ingalls> demonstrated the importance of this 
in securing normal repair of experimental wounds in 
guinea-pigs, an observation that has now been con- 
firmed and amplified in a recent paper by Hunt.° 
These experimental studies show that collagen does 
not form in the healing wounds of guinea-pigs par- 
tially deficient in vitamin C; the proliferating meso- 


‘dermal cells fail to mature, and the healing of the 


whole wound is profoundly disturbed. In a series of 
twenty-eight human cases investigated post mortem 
and reported by Hunt there was a comparable histo- 
logical picture in eight, and in five there was dis- 
tuption of the abdominal wound, and in three leakage 
at the gastro-intestinal suture line. It seems clear, 
therefore, that a subscurvy state leads to a gross dis- 
organization of the whole orderly process of wound 
healing, and supports the view that the same deficiency 
may lead to failure of wound healing or even to wound 
disruption in human beings after surgical operations. 
This work has recently been confirmed by Fox’ in a 
paper on experimental human scurvy. 


2Vestnik chir., 1931, 65-66, 219; Internat. Abstr. Surg., 
Ergebn. Chir. orthop., 1932, 25, 306. 

* St. Bart's Hosp. Rep., 1936, 69, 191. 

“J. Amer. med. Ass., 1936, 106, 458. 


1932, 55, 157 ; 


_ Ann. Surg., 1937, 105, 616. 


* Brit. J. Surg., 1941, 28, 436. 
" British Medical Journal, 1941, 1, 311. 


‘The general nutritional state of the surgical patient 
is of course only one aspect of the problem of wound 
healing, but it is one which in this country has been 
largely neglected. Clinical and laboratory evidence, 
however, both show that in the presence of important 
nutritional defects the normal sequence of events in 
healing does not take place, that the processes of repair 
may be seriously delayed or retarded, that the risks 
of complications from the non-healing of visceral sur- 
faces are greatly increased, and that breakdown of a 
wound is likely to happen. And for every wound in 
which there is some serious departure from normal 
healing there are probably many more in which some 
minor disturbance occurs and may prolong the patient’s 
stay in hospital and retard his ultimate recovery. 
Behind every wound there is the nutritional state of 
the individual patient against which all the reparative 
processes of Nature must operate. A nutritional dis- 
turbance may result from the patient’s disease or be 
independent of it; it may be directly due to some 
gastro-intestinal lesion; or the lesion may reside in a 
background of poor wages, inadequate food, bad hous- 
ing, or ignorance of personal hygiene. It is not diffi- 
cult to remember that a surgical wound will not heal 
in the presence of a foreign body, but it is easy to over- 
look the fact that delays in healing, or even non- 
healing or disruption, may perhaps be due to years of 
poverty and malnutrition. 

The surgeon, in fact, must look beyond the neat 
incision he makes in the patient’s flesh to the social 
and economic position of the patient as a human being. 
He might well, too, look more closely into the question 
of hospital dietary. Tradition and the steward still 
so often combine to provide the patient with a diet 
that has little to recommend it apart from its calorie 
content. Every surgical patient presenis an individual 
nutritional problem, and the help of the expert dicti- 
tian should be the rule and not the exception. A 
serious burn or a major abdominal or other operation 
is as much an acute nutritional problem as the manage- 
ment of diabetes is a chronic problem. To heal the 
burn or to repair the damage after the surgical opera- 
tion will require first-class building materials, without 
which local dressings and careful surgical technique 
will be of little avail. 


MODERN TROGLODYTISM 
Those who sleep in their beds in vulnerable areas are apt 
to view a little superciliously that large section of the 
community—now 60,000 in the London Tubes alone (it 
was three times as numerous last September)—who nightly, 
air raid or no air raid, seek communal shelter and go to 
their bunks with the same air of rightful occupation as 
hotel guests go to their rooms. Lord Horder, in his 
address to the Royal Society of Arts on April 2, made 
a chivalrous defence of the modern troglodyte. He said 
that it was one of his regrets that in “this shelter 
business” there had .been no time to make an extensive 
census on psychological lines in some of the large shelters, 
not merely to show where the people came from but 
exactly why they were there. Some were there because 


they had been bombed out of their homes, some because 
their homes were not protected, but there were many 
others who, for one reason or another, were unable to 
and the noise 


stand up to the terror of the “ blitz’ 
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incident to it. No priggishness should enter into this 
matter. After all, most of these people worked by day, 
and sleep was essential to all work. Many comments had 
been made on the queer places and attitudes in which 
these folk got their sleep, and upon their patience and 
good humour in beastly surroundings. But did it all 
mean that there was only too little difference between 
their nights in the large public shelters and their nights 
in their own homes? It was a terrible indictment of the 
social system that the shelter conditions which it had 
now been possible to establish should represent for these 
fellow-citizens of ours something better and happier than 
they had known before. That it should have needed 
a war and life underground for half the twenty-four hours 
to achieve a result which was bringing joy to the hearts 
of social workers was a humiliating thought. One other 
good thing was emerging from this experience. The mood 
of these shelterers was extremely plastic, so that among 
them there was a field for health education the like of 
which had never existed before. They had, and they 
appreciated, their medical aid. Mothers submitted to the 
shelter doctor’s persuasive argument about diphtheria im- 
munization when a visit to the clinic for this purpose 
would never have been made. The nurse was listened to 
with attention, and her ministrations gratefully received. 
Here was field work of the best kind in preventive medi- 
cine. Lord Horder also commented on the obstinate good 
health of the shelter population, and indeed of the whole 
community both above and below ground. The situation 
which arose last September seemed to be full of alarming 
hygienic hazards. There was gross overcrowding, and it 
was at that time nobody’s job so to condition these places 
as to make them fit for habitation. The onus was even- 
tually accepted by the local authorities—and Lord Horder 
paid a tribute to the borough medical officers of health, 
who had been key men in the situation throughout— 
but there was a tiresome lag before the recommendations 
of the advisory committee were carried into effect. Yet 
the anticipated epidemics and illnesses did not arrive. 
Even lice and bugs had been difficult to find. In the 
country as a whole there had been only as much diph- 
theria as the people deserved, seeing that they would not 
have their children immunized ; the usual seasonal out- 
break of measles had not been of a virulent kind; the 
influenza curve had reached a level which could hardly be 
dignified as epidemic ; only cerebrospinal fever had shown 
an increase, but the figure was not alarming. Public authori- 
ties were puzzled to find the reason for the robustness 
of the public health. He had even heard that a small 
committee was being formed to inquire into it. Was it 
due to a better state of nutrition, or to greater dispersal 
of the population, or, where shelterers were concerned, to 
the fact that many of them had been living under better 
conditions than in their own homes, with more fresh air, 
less heated atmospheres, and more regular exercise? 
There were, of course, unknown elements in the very 
determination of epidemics, and the causes of a rise or 
fall in the virulence of a bacterium or a virus were un- 
known to us. But, however it might be, “ shelter disease ” 
as such had not appeared. Dr. W. A. Daley, medical 
officer of health to the London County Council, who 
presided at Lord Horder’s lecture, said that in London 
during the first three months of 1940 there were 4,393 
deaths from influenza, pneumonia, and bronchitis, and in 
the corresponding period of this year only 3,089, and 
even allowing for the decreased child population of 
London the cases of scarlet fever and measles had been 
relatively few. But the danger was still there, the good 
fortune experienced during a winter past could not be 
predicted of a winter to come, and vigilance must be 
sustained, 


DERMATOMYOSITIS 


This rare and interesting disease has been recognized for 
a good many years. It is characterized by hardening and 
atrophy of the muscles, and the skin is always affected to 
some degree, either by an eruption resembling lupus 
erythematosus or by the development of thickened and 
hardened areas of integument closely resembling sclero- 
dermia. Most of the workers who described the earlier 
recorded cases insisted on the necessity for and difficulty 
of diagnosing it from sclerodermia, but at a discussion held 
on it at the last annual meeting of the British Association 
of Dermatology considerable support was forthcoming for 
the view that dermatomyositis and sclerodermia are really 
the same disease, although they must both be differentiated 
from poikilodermia atrophicans. Furthermore, a good 
deal of evidence was brought forward to show that the 
condition is intimately associated with thyrotoxicosis. The 
question was attacked from clinical, histological, and bio- 
chemical aspects. Dowling pointed out that in every case 
of dermatomyositis superficial sclerodermatous changes 
are seen, and he also drew attention to the striking simi- 
larity in the course of the two conditions. He is by no 
means the first observer to attempt to establish the identity 
of dermatomyositis with sclerodermia, for Oppenheim did 
so as long ago as 1903. Since then much evidence has 
been collected in support of his proposition.” The relation 
between this disease and thyrotoxicosis has been empha- 
sized too, but much more recently. The evidence in its 
favour is partly histological and partly bicchemical. One 
of the most important points is the occurrence of 
“lymphorrhages ” (which are collections of lymph cells) 
in the muscles both in sclerodermia and in thyrotoxicosis, 
while in all the recorded necropsies on cases of generalized 
sclerodermia pathological changes have been found in the 
thyroid. Fuller details on the histopathological similarities 
will be found in Freudenthal’s paper read at the same 
meeting, while Griffiths, in discussing the biochemical side 
of the problem, pointed ‘out that in both conditions 
creatinuria is well marked. The significance of this 
symptom- seems to be that it is indicative of diminished 
muscular strength, and it may be associated with loss of 
power to form glycogen. That this may be so is indicated 
by the fact that in dermatomyositis less sugar is removed 
from the blood under the influence of insulin than is the 
case normally. Still another point of similarity is the 
occasional occurrence of decalcification of the bones in 
both conditions, though there is no alteration in the blood 
calcium or inorganic phosphorus. Our knowledge of 
metabolism in dermatomyositis is still very imperfect, but 
we can at least say that the disturbances met with are 
strikingly similar to those seen in diseases which we know 
to be of endocrine origin, especially thyrotoxicosis. 


GENETICS OF THE HEREDITARY ATAXIAS AND 
SPASTIC PARAPLEGIA 


A few months ago we published’ an annotation on Dr. 
Julia Bell’s fine monograph on the hereditary ataxias and 
spastic paraplegia. The monograph covered the literature 
in great detail, presenting 273 family histories in which 
more than one case appeared in a family group. In addi- 
tion, there was a personal collection of forty-six unselected 
cases, made with the help of Dr. E. A. Carmichael. The 
relatively brief analysis of the data contained much of 
neurological and genetical interest, but did not pretend to 
be exhaustive ; actually the results of a more detailed 


1 British Medical Journal, 1940, 2, 160. 
2 Treasury of Human Inheritance, 1939, 4 (Part II). 


~ 
a 
| 
: 
in 
bi 
U 
oe 
fr 
da 
th: 
\ 
In 
ple 
do 
dei 
re! 
fin 
sar 
of 
bu 
thr 
pa 
tha 
ub 
Sey 
hay 
Yo 
wal 
the 
ry, 
con 


for 
g and 
ted to 
lupus 
1 and 
clero- 
-arlier 
ficulty 
n held 
iation 
ng for 
really 
tiated 
good 
at the 
. The 
d bio- 
y case 
langes 
simi- 
by no 
lentity 
im did 
se has 
lation 
mpha- 
in its 
One 
ce of 
cells) 
‘IC OSIS, 
ralized 
in the 
larities 
same 
al side 
ditions 
f this 
nished 
loss of 
licated 
moved 
is the 
is the 
nes in 
blood 
ige of 
ct, but 
ith are 
> know 


AND 


on Dr. 
ias and 
erature 

which 
n addi- 
elected 


tend to 
jetailed 


Aprit 12, 1941 


‘LEARNING TO WALK 


THE Bririsy 
MEDICAL JOURNAL 563 


examination were promised for the future. An analysis 
has now been published by Prof. Haldane,’ and a remark- 
able discovery has been made: that recessive spastic para- 
plegia is due to a partially sex-linked gene (which may 
exist in several allelomorphic forms). Haldane’s discovery 
of partial sex-linkage* was a major event in the history of 
human genetics. Briefly, having satisfied himself by the 
histological evidence that the X- and Y-chromosomes of 
man contain a homologous portion which exhibits crossing 
over, he made a search for corresponding genetic mani- 
festations. In a very short space of time he found three 
instances in which the evidence for this mode of trans- 
mission was very strong (xeroderma pigmentosum, com- 
plete colour-blindness, recessive retinitis pigmentosa un- 
accompanied by deafness), and three in which the evidence 
was less strong though still good (some cases of dominant 
retinitis pigmentosa, Oguchi’s disease—a form of night- 
blindness—and recessive, severe epidermolysis bullosa). 
Unlike the case of ordinary sex-linked inheritance, as in 
haemophilia, in which the pedigree is striking and highly 
characteristic, partially sex-linked pedigrees do not differ 
at all obviously from those of ordinary dominant and re- 
cessive cases ; and it is unlikely that this mode of trans- 
mission would have been discovered without a deliberate 
search. In essence, a man who has received such a gene 
from his mother transmits it to more than half his 
daughters and less than half his sons; the proportions are 
reversed if he received it from his father. In her mono- 
graph Dr. Bell tended to the hypothesis that a genetic 
unity underlay the group of diseases in question—that is, 
that one main gene might usually be responsible and that 
variations between family groups might be due to modify- 
ing factors. Haidane’s findings do not support this hypo- 
thesis (we expressed the same view in our annotation). 
As already mentioned, the recessive cases of spastic para- 
plegia show partially sex-linked inheritance, while the 
dominant cases do not. It is true that there is some evi- 
dence of this mode of transmission in the case of Fried- 
reich’s ataxia and spastic ataxia, but it can account for a 
small fraction of cases only. One of Dr. Bell’s striking 
findings was the very strong tendency for members of the 
same family group to display a characteristic age at onset 
of the disease. Haldane shows that this cannot be attri- 
buted to modifying factors, and that there must be at least 
three different recessive, sex-linked genes causing spastic 
paraplegia. He further concludes that it is highly probable 
that they are allelomorphic—that is, situated at the same 
locus on the sex-chromosome pair. Many cases are known 
in plants and animals in which the members of such a, 
series of genes may be presumed to act with different 
degrees of intensity, and he has himself pointed out a 
probable instance in man in the case of haemophilia. 


LEARNING TO WALK 


Several studies of the normal development of the child 
have already been made by Dr. Myrtle McGraw of New 
York, and in a recent communication’ she describes the 
Neuromuscular development of the infant as it learns to 
walk. She points out that in order to walk independently 
the child must (a) maintain balance in an erect position, 
and (4) propel the body forward by alternate movements 
of the lower extremities. She first studied the propulsive 
Movements which the child makes before it begins to 
control balance. Analysing 3,387 observations made on 


3 J. Genetics, 1941, 41, 141. 
* Ann. Eugenics, 1936, 7, 28. 
5 J. Pediat., 1940, 17, 747: 


eighty-two children ranging in age from birth to 8 years 
(two-thirds of the observations were recorded on cine- 
matograph films), she chose seven progressive phases. The 
first is the “newborn or reflex stepping phase.” in which 
the infant, held under the arms, is in a position of general 
flexion and frequently makes rhythmical stepping move- 
ments. Within a few months comes the “ inhibitory or 
static’ phase: the child begins to hold its head more 
steadily in line with its body, or even extended, and the 
tendency to reflex stepping is more or less suppressed or 
inhibited. At the age of about 250 days most children 
pass into a “ transition phase,” in which the child moves 
its body up and down holding its feet still, or, alternatively, 
stands still and thumps first one foot and then the other 
up and down. Next comes the “deliberate stepping 
phase,” reached generally by the end of the first year of 
life, and then the “independent stepping phase,” which 
was attained satisfactorily in 425 days by 77%, of the chil- 
dren under observation. The two last phases—namely, 
“heel-toe progression,” and the “integrated or natural 
phase of erect locomotion,” which is characterized by a 
swinging of the arms in association with movements of 
the opposite lower extremity~-are reached at more in- 
definite periods. The author shows how these phases sup- 
port the theory that at birth the infracortical or nuclear 
portions of the nervous system are dominant, and that 
later there is a gradual assumption of activity by the corti- 
cal levels, a theory which has the support of certain his- 
tological studies. Dr. McGraw completes her investigation 
with a study of the child’s attempts to get into an upright 
position. Here again seven phases were chosen from a 
mass of detailed data. Phase 1 is essentially passive: 
if a newborn infant is pulled into a sitting angle and an 
effort is made to pull it upward there is no co-operative 
response. After a few months the child shows an incipient 
urge to push itself upward after it has been pulled into a 
sitting position ; this is the “extensor thrust phase.” Next 
comes the “ orthotonic phase,” when the child places its 
feet on the underlying surface and, as it is pulled upwards, 
extends its lower extremities and attains something of an 
erect position. In most infants this is reached at about 
six months, and is followed very shortly by “ the vertical 
posture phase.” in which the child will push itself into a 
leaning position on its feet and then get upright as it 
brings the shoulder girdle over the pelvic girdle. In the 
next or “vertical push phase” it begins satisfactorily to 
co-ordinate the movements of the preceding phase ; it pulls 
itself up by the bars of its cot or some other support, at 
the same time pushing with its legs. The child, now 
nearly a year old, has reached “the independent rising 
phase,” in which its movements are a roll from the supine 
to a prone position and an initial push up with the arms. 
In the final or “ integrated phase “ it gets up by way of the 
sitting position, the complicated succession of movements 
appearing as one action. Dr. McGraw’s detailed studies 
are not easily reduced to a few lines of description and 
they suffer in consequence, but those who are interested 
in this subject will find much of interest in the original 
article. 


At the statutory Comitia of the Royal College of 
Physicians of London held on Monday, April 7, Sir 
Charles Wilson was elected President in succession to Sir 
Robert Hutchison, Bt. 


The Central Midwives Board has unanimously re- 
elected Sir Comyns Berkeley as its Chairman for the year 
ending March 31, 1942. 
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SOME AIR-RAID CASUALTY EXPERIENCE 


BY 


A. M. M. PAYNE, M.B., B.Ch. 
Medical Officer, Emergency Medical Service 


It may be useful to record the work of a casualty clearing 
station from the point of view of the organizer who is 
primarily concerned with the smooth running of the 
hospital and with the provision of facilities for treatment. 


Analysis of Cases 


In four months 226 air-raid casualties were admitted to the 
hospital. This number is not large, and if the cases had been 
evenly distributed throughout the period they could have been 
dealt with by the normal hospital services. Casualties- were 
received on thirty-two occasions, on only seven of which 
were the numbers large. The remaining twenty-five occasions 
contributed a total of 72 cases, the highest individual number 
being 8. The normal hospital service could have dealt with 
these. On seven occasions a total of 154 cases were admitted— 
five times at night, comprising 24, 18, 17, 16, and 13 cases, 
and twice by day, comprising 38 and 28 cases. It is on these 
occasions that the organization is tested, since the cases all 
arrive within a short time, the majority in less than half an 
hour. 

In order to give some idea of their degree of severity the 
cases may be classified into six groups: 


Group I.—Hopeless cases. Multiple open fractures, gross 
head injuries, and extensive abdominal wounds, with impalp- 
able pulse and unregistrable blood pressure. These patients 
all died within an hour of admission. 

Group II.—Severe injuries requiring resuscitation before 
operation. Multiple lacerations and open fractures with 
moderate or severe shock. 

Group III.—Severe injuries requiring immediate or early 
operation. Abdominal perforation and haemorrhage. Shock 
is usual, but the injury takes precedence. 

Group I1V.—Moderately severe injuries with little or no 
shock. Lacerations and fractures with normal blood pressure. 
Early operation would be safe in these cases, or they could 
stand some delay. 

Group V.—Minor injuries. Abrasions and smaller lacera- 
tions without shock, or some shock with little or no injury. 
Most of these cases could be discharged in a day or two. 

Group VI.—Trivial cases which could be discharged in- 
stantly if necessary. 


The numbers in the various groups were: Group I, 9; 
Il, 38; Ill, 5; IV, 87; V, 45; VI, 42. On the seven occa- 
sions on which larger numbers were received the totals were 
respectively 8, 31, 4, 59, 30, and 22: as will be noticed, 
the proportion of serious injuries is higher. 

The number of cases taken to the operating theatre was 
131, and the operations performed fall into five groups: 


1. Orthopaedic, including amputations... 
2. Excision and débridement, including burns 5c) 
3. Abdominal perforations .. 
4. Head surgery. Depressions or penetrations 


The total number of deaths was 33, excluding persons brought 
in dead, these not being counted in any of the above figures. 
Eleven patients died after operation; the remainder never 
recovered sufficiently to be taken to the theatre. 


It has been interesting to observe that the incidence of severe 
injuries is higher in the open than in shelter. Three groups 
of casualties occurring out of doors comprised 83 cases: 
Group I, 7; II, 25; Ill, 4; IV, 36; V, 10; VI, 1. Three 
groups of casualties sustained indoors totalled 53: Group I, 0; 
Il, 5; Ill, 0; IV, 13; V, 15; VI, 20. Casualties incurred 
in the open included a number of cases of compound com- 
minuted fractures of the limbs and penetrating wounds caused 
by bomb fragments. We have not yet observed any “ blast 
effects.” Casualties occurring in houses comprised lacera- 
tions, contusions, and fractures, the majority closed, but a few 


open. Glass produced many bad injuries. A_ piece was 
driven into the skull of one man; there have been several 
cases of damage to the eyes, and a number of severe lacera- 
tions of the face. 

The general principle that the basement is the safest place 
seems to be confirmed: unfortunately there may have been 
many persons trapped in the basements and fatally injured 
who are not brought to hospital. 


First Aid 


The first aid rendered before admission to hospital has on 
the whole been good. There have been two main faults: 


1. Tourniquets—These are often applied, but are hardly 
ever necessary. Stretcher parties should be taught that a 
tourniquet is to stop bleeding, and that if there is no bleeding, 
however serious the injury, a tourniquet is not required. The 
mere fact that there is blood around an injury is not an 
indication for a tourniquet. In addition, when a tourniquet 
has been applied it has nearly always been just tight enough 
to stop the venous return without controlling the arterial 
bleeding. In effect it was actually increasing fluid loss. 


2. Splints—Too many fractures have been brought in 
unsplinted. The result is great pain to the patient when being 
moved and an inevitable increase in shock, quite apart from 
the danger of adding to the locai damage. The advantage of 
splinting is well worth five minutes’ delay in bringing the case 
to hospital. If stretcher parties have not enough splints more 
should be provided. 


I suggest that immediately an incident has occurred causing 
more than one or two casualties a doctor should be sent to the 
scene. He could be obtained from the nearest Emergency 
Medical Service hospital. He would be able to supervise the 
first aid, especially the points referred to above, and, perhaps 
even more important, he could give morphine on the spot, 
Patients have been brought in screaming with the pain of 
being moved. It may well be that early morphine is as 
important as warmth to the badly injured. In addition he 
might be able to send some of the Group V and all Group VI 
cases to a first-aid post instead of to a casualty clearing 
hospital. 

Transport and Casualty Reception 


Each ambulance contains four stretchers. It is most con- 
venient to unload these on to wheeled trolleys and replace 
with spare blankets and stretchers. There should be at least 
four trolleys and ten stretcher-bearers—two per trolley and 
two unloading. It is useful to have two extra bearers in the 
reception ward to ‘help in lifting the patient on to the bed. 
Inside the hospital, cases are being taken to the -theatres and 
the wards. As a rule reception is slowing down by the time 
cases are ready for removal, so that the unloaders can assist. 
There should be at least three more pairs for transport inside 
the ‘hospital. It is useful to place canvas stretchers with 
detachable poles on the reception beds in order to minimize 
the pain of lifting. Even if this is done all fractures should 
be splinted before moving. Thomas's knee-splint is most 
convenient for the lower limb. 

It was found early on that the cases should be moved as 
little as possible and that it was often impossible to assess 
the severity of the injuries without a complete examination, 
including the removal of clothing. The patients almost without 
exception were very brave and would often make light of theif 
injuries, so that it was difficult to find out by questioning 
where they were injured. A frequent reply was, “ Only 
scratches.” “Go and look after someone worse hurt than 
me.” Often the “scratches” turned out to be important 
injuries. As a result any attempt at preliminary sorting was 
abandoned and all cases were admitted direct to a reception 
ward of twenty beds, where they were given heat from af 
electric cradle as a routine. A reserve ward of twenty beds 
was similarly equipped. The first inspection is a rapid pre 
liminary round by the registrar or resident medical officer on 
duty. Morphine and A.T.S. are prescribed, the clothes re 
moved, and the wounds inspected for haemorrhage. All wourds 
are covered with clean towels to prevent further contamination. 
The surgeon and physician on duty make a full examination 
of each case, notes are taken, and intravenous therapy ordered 
as necessary. 
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Procedure in Hospital 


Transfusions.——Transfusions must be begun soon as 
possible. There should be at least six medical officers pre- 
pared to start them, and even then all cases may not be 
dealt with for over an hour. Transfusions on shocked 
patients are often very difficult, and the assistance of doctors 
practised in intravenous work is essential. Junior residents 
will not infrequently be unable to locate a vein through the 
skin, and cutting down should ‘be done as a routine unless 
a highly skilled practitioner is present. Completely equipped 
trolleys, proper lighting, and adequate support for the arm 
must be provided in each case. We have found cannulae 
easier to work with than the needle supplied with the Govern- 
ment equipment. 


Blood Pressure.—\t is of the utmost importance that regular 
blood-pressure and pulse readings should be kept. One 
person should be made responsible for this or readings may 
be missed. The blood-pressure reading has proved the best 
guide to the patient’s condition. An additional supply of 
sphygmomanometer cuffs that may be left on the patient’s arm 
saves much trouble. 

Operation List——The preparation of an operation list is 
important and difficult. It cannot be done at once. All that 
can be achieved until the effects of treatment are noted is 
the classification of cases as “early,” “for resuscitation,” or 
“when convenient.” The condition of the patients must be 
constantly reviewed by someone in close touch with the theatre, 
preferably a senior surgeon. This is perhaps the most respon- 
sible work of all, since so much depends on operating at the 
optimum time. It should be noted that operations on Group 
Il cases cannot as a rule begin before three to four hours, 
and that they are often long and tedious. Unless some of 
the Group IV cases are taken to the theatre early they may 
not be operated on until as long as twelve hours after their 
injury. This must increase the danger of infection. 


Clerical Staff—-In our hospital two clerks are on duty 
in the reception ward and take down full particulars 


of each case for the E.M.S. forms in a hospital casualty . 


record book. Each case is numbered, and clothes and 
valuables labelled and recorded and placed in a safe. The 
E.M.S. forms are filled in later from the record book. 
In this way all information is quickly and permanently 
available. Further requirements in connexion with the recep- 
tion ward are: (1) emergency lighting that is independent 
of the electric mains; (2) a good supply of hot-water 
bottles (in case of electricity failure): (3) the temperature 
of the ward must be kept over 70° F.; (4) provision of a 
portable x-ray apparatus; (5) avoidance cf overcrowding— 
only those actively engaged should be allowed in the ward ; 
(6) plenty of hot drinks should be available. 


Staffing —A casualty clearing station must be prepared to 
treat a large number of casualties at all hours of the day or 
night with no warning. At the same time, in view of the 
long periods of inactivity, too many members of the staff 
must not be interned in the hospital and condemned to idle- 
Ness and boredom. The classification above shows that there 
are a very few cases which need urgent operation, a larger 
Number which need resuscitation before operation, and many 
Which need operation sooner or later. Two surgeons on the 
Premises are quite sufficient—one to operate at once if neces- 
sary, the other to undertake the difficult task of sorting. Two 
more surgeons should be on call, one of whom should be 
Within twenty minutes’ journey in a car—i.e., he could be 
fetched in forty minutes in the event of a telephone break- 
down. Since nearly half of all operations have been ortho- 
paedic it would be desirable that two of the four surgeons 
should have had orthopaedic experience. It is essential that 
One orthopaedic surgeon should be attached to the hospital. 


Four operating tables worked simultaneously have been 
Necessary to deal quickly with the larger groups of casualties 
received. A house-surgeon is required for each, and prefer- 
ably an anaesthetist for each, although an experienced anaes- 
thetist can supervise two cases simultaneously with a student 
or nurse to hold.the head. One physician must always be on 
duty. There have been many cases on which a_physician’s 
Opinion has been indispensable. One of his principal duties 
IS assessing the response to treatment in a shocked case. 


AIR-RAID CASUALTY EXPERIENCE 
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Operating Theatres——Four operating tables are necessary— 
two in each of two theatres, so that an anaesthetist can super- 
vise two cases. It has not been found necessary to keep 
trolleys constantly laid out. As soon as casualties are 
expected instruments are put in the sterilizers and are ready 
in good time for the early cases. Steam is used for sterilizing, 
since it is independent of outside power or gas, and can only 
be put out of action by a direct hit. 


Wards.—l|t has been found to be useful to distribute the 
casualties after treatment among several wards rather than fill 
one ward. This lessens the strain on the nursing staff and 
appears to have no disadvantages. Extra nurses are drafted 
to the wards according to the numbers admitted. Some 
additional equipment is required. notably electric cradles and 
dressing instruments. 

The above is a brief report of air-raid casualty work as 
experienced in our hospital. Various points arising from our 
experience are mentioned in the hope that they may be of use 
to others. The experiences,of other hospitals would give us 
much useful information which would improve our organiza- 
tion, and I hope other medical officers will write up their 
work, 


My thanks are due to Mr. C. H. Gray for advice and 
encouragement, and to Mr. G. Quist for assistance in the 
classification of casualties. 


Nova et Vetera 


CENTENARY OF THE PHARMACEUTICAL 
SOCIETY 


The history of the Pharmaceutical Society of Great 
Britain provides a good example of the value of the union 
of men whose work in life lies along the same lines and 
whose duties to the State can be best done when they 
admit allegiance to a central authority of their own free 
choice and serve a common cause. A hundred years ago 
there were many practitioners of pharmacy well equipped 
by training and knowledge of drugs to make galenical 
preparations and dispense prescriptions; for it is absurd 
to suppose that between the highest grade of druggists as 
represented by William Allen, F.R.S., and the lowest 
grade as represented by those who added to their occupa- 
tion the sale of “mops, brooms, bacon, butter, and a 
thousand articles _beside,” there was not a large inter- 
mediate class of capable dispensers, including a goodly 
number of apothecaries who preferred shop life to pro- 
fessional life, and the assistants who had been trained by 
them. Be that as it may, there was no sort of unity 
among the drug dealers of those days and no means, and 
little inclination, for the exchange of views and the sharing 
of experiences, by way of social contact. One interest 
they all had in common. and that was poaching on the 
preserves of the physicians, for counter-prescribing was a 
practice which the Apothecaries Act, 1815, had failed to 
suppress. It was from this common interest that the 
bond was woven which eventually united the druggists 
into a society of their own. It is an old story and need 
only be told in the briefest outline. 


The Father of the Society 


In the early part of 1841 a Mr. Hawes introduced in the 
House of Commons a Bill which sought to make it an offence 
for any person who was not a qualified doctor to recommend 
any medicine for the sake of gain. So strongly was this pro- 
posal resented by druggists, high and low, that they joined 
forces to oppose it. The opposition was successful, and on 
the flood tide of success a few leaders of pharmacy launched 
a scheme for establishing a permanent organization. A meet- 
ing was convened at the Crown and Anchor Tavern in the 
Strand, and on April 15, 1841, close on the heels of the with- 
drawal of the Hawes. Bill, it was resolved, on the motion of 
William Allen, seconded by John Bell, “ That for the purpose 
of protecting the permanent interests, and increasing the 
respectability of chemists and druggists, an Association be 
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now formed under the title ‘Pharmaceutical Society of Great 
Britain °° Having regard to the high scientific attainments 
of William Allen, the first president, it is not surprising that 
plans for establishing a system of education for druggists were 
started immediately. Allen was a Fellow of the Royal Society 
who carried on business as a chemist and druggist in Plough 
Court, Lombard Street: in 1796 he had formed, with several 
other young men, the Askesian Society for practical scientific 
research, and three years later he had helped to found the 
British Mineralogical Society ; in 1804 he delivered a course 
of lectures on natural philosophy at the Royal Institution, 
and he was for a time lecturer on chemistry and natural 
philosophy at Guy’s Hospital. With such a man as its presi- 
dent there is litthe wonder that the infant society became 
imbued with his belief in the value of scientific education and 
turned to it as a means of raising the practice of pharmacy 
from the low level at which it stood in those days, so far as 
the rank and file of the calling were concerned. The wisdom 
of the Society's first council was soon to be seen, for by the 
time the organization was two years old Queen Victoria 
granted it a Royal Charter of Incorporation in which it was 
declared that the purpose of the Society was the advancement 
of chemistry and pharmacy and the promotion of a uniform 
system of education. 


Medical Collaboration 


As has been seen, the direct cause of the establishment 
of the Pharmaceutical Society at that particular date was 
the enmity which the ambitions of the physicians had aroused 
among the druggists. If the hatchet was now buried it was 
no doubt because the physicians saw clear evidence that the 
united druggists were making earnest efforts to improve the 
country’s pharmaceutical service and so produce a class of 
men on whom reliance could be placed for sound drugs and 
accurate compounding. Already the effect of this was seen 
in 1849, for in that year we find the Provincial Medical and 
Surgical Association, the forerunner of the British Medical 
Association, in collaboration with the council of the Pharma- 
ceutical Society concerning the parliamentary measure which 
was to become the Arsenic Act. The first Pharmacy Act 
(1852) was, in fact, largely the outcome of their collaboration, 
for one of the proposals made by a joint committee of the 
two bodies was that the sale of arsenic by retail should be 
reserved to medical men and chemists and druggists. This 
proposal could not be adopted by the Legislature because there 
was at that time no legal definition of the term “ chemist and 
druggist,’ a fact which was made so clear to members of 
Parliament during the passage of the Arsenic Act that steps 
were soon taken to prepare one. Since then the British 
Medical Association and the Pharmaceutical Society have 
been in contact at many points: in more recent times there 
were, for instance, discussions arising out of National Insur- 
ance legislation in 1911, the Dangerous Drugs Act in 1920, 
the Select Committee on Medicine Stamp Duty, 1914, the 
Poisons Board, 1934, the Medicines and Surgical Appliances 
Advertisement Bill, 1935-6, and in 1938 the discussions regard- 
ing the differentiation between valuable and other medicines 
advertised only to the medical profession. 

The centenary of a society is no small matter. To weather 
the storms of a hundred years needs not only stamina but 
good intentions well carried out. The Pharmaceutical Society 
began with the intention of raising the standard of pharmacy 
by educating those who practised it; a hundred years on we 
find the descendants of William Allen and his colleagues still 
carrying on the good work and the School of Pharmacy an 
integral part of the University of London. By encouraging 
afd: subsidizing research in the fields of pharmacy and sciences 
allied to it the Pharmaceutical Society has made great gifts 
to medicine. 


For the past sixteen years Dr. Mazyek P. Ravenel has edited 
.the American Journal of Public Health, which during his 
direction has achieved an unrivalled position in public health 
literature. The January issue commemorates the appointment 
of Dr. Ravenel as editor emeritus, and contains appreciations 
of his work from different men distinguished in public health 
services and a bibliography of his writings from 1891 to the 
present date. 


PHARMACEUTICAL SOCIETY’S CENTENARY 
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DOCTORS HARD HIT BY THE WAR 
HELP FROM MEDICAL RELIEF FUND 


He was decorated for gallantry in the last war; and when an 
incendiary bomb set fire to his house some months ago, 
destroying his furniture, clothes, books, instruments, spare 
cash, and other possessions, Dr. A could “take it,” though 
the financial consequences were very serious. He is a general 
practitioner who has been carrying on under difficulties in a 
much-raided district from which many of his patients have 
departed. He bought the practice only a few years ago. His 
bank, which provided the necessary capital, holds his invest- 
ments as security for the loan. He has found that rent, rates, 
taxes, bank interest, insurance premiums, and other expenses, 
professional and domestic, absorb almost the whole of his 
diminished wartime income. But Dr. A has been carrying on, 
paying his way. 

When the bomb fell Dr. A was determined to continue 
carrying on. But how to continue paying his way? There 
were vague reports in the Press about a proposed Government 
Bill to provide compensation for air-raid dantage. At some 
remote date Dr. A might perhaps be able to recover at least 
part of his loss. Meantime he had to pay for board and 
lodging for himself and his wife. And he urgently needed new 
clothes, new instruments, and a second-hand car. 


Fortunately for Dr. A, the Medical War Relief Fund had 
recently been established. He seemed just the sort of man, 
involved in wartime misfortune through no fault of his own, 
that the Fund was designed to help. He was granted a sub- 
stantial gift of money to provide for immediate needs, and in 
addition a loan which he is expected to repay, without interest, 
when he is in a position to do so. The Fund has received 
from him the following letter: “I am overwhelmed with 
gratitude and cannot express to your Committee the heartfelt 
thanks I wish to offer them. My case is probably typical 
of many others, but I have never been dealt with so kindly 
in all my life. 1 will now be able to buy some clothes, and 
I shall use the money to the very best advantage. I am 
enclosing a separate letter accepting your loan, free of interest, 
and I undertake to pay it back when I receive my next panel 
cheque. I may at some time probably be able to let you have 
the whole of this amount back, when more peaceful times 
arrive. For the moment | cannot say more than * Thank you.’ 
Your gift has cheered me up tremendously.” 


Dr. B is a comparatively young man who practises as a 
specialist. It was a high-explosive bomb that came his way, 
seriously damaging his house and wrecking his garage. His 
private practice has largely vanished. His children are at 
boarding schools and his educational expenses are heavy. He 
has a few National Savings Certificates, but most of his savings 
have been invested in life insurance policies. In acknowledg- 
ing a loan from the Medical War Relief Fund Dr. B wrote: 
“1 feel that my colleagues have come to my rescue in a noble 
manner, and the keen edge of anxiety is removed. I shall 
of course repay the loan when I am in a position to do so.” 


Dr. C is a man of advanced age with a small practice and 
correspondingly modest expenses. His income has _ been 
reduced owing to loss of patients through evacuation, while 
his expenses have temporarily increased as a result of his 
house having been seriously damaged by enemy action. This 
exceptional expenditure presented a difficult problem to a maf 
of slender means who was just making ends meet. The 
Medical War Relief Fund has solved the problem with a gift 
which will tide Dr. C over the emergency. 

Dr. D is a general practitioner in middle age. He has been 
handicapped by health troubles, but in the years immediately 
preceding the war his professional income increased steadily, 
and although his house was heavily mortgaged his financial 
affairs were not such as to cause alarm. He is a veteran of 
the last war, and in his circumstances many a man would have 
been content in September, 1939, to consolidate further his 
position in civilian practice, leaving the uniform of the 
R.A.M.C. to the younger generation. Not so Dr. D. He 
served in France, but after Dunkirk he was obliged to relin- 
quish his commission on the ground of ill-health. Meantime 
the income from his practice had diminished, and there was 
an awkward interval between the date when his Army pay 
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WORK OF MEDICAL WAR RELIEF FUND 
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ceased and the date when professional accounts would become 
payable. He was in need of a considerable sum of money 
for current expenses and for the payment of pressing debts. 
The Medical War Relief Fund gave him the necessary amount, 
partly as a loan and partly as a gift, as it was thought that an 
obligation to repay the full sum would prove an unduly 
burdensome addition to his other commitments. Dr. D has 
written: “I wish to express my sincerest appreciation and 
thanks for your very generous gift and loan to enable me to 
re-establish myself in my practice after my discharge from 
the Army. I shall be refunding the loan at the very earliest 
opportunity to enable you to help others who may find them- 
selves in my late predicament.” 


Dr. E, an elderly general practitioner, has given his life on 
the Home Front. The bomb which killed him destroyed his 
home and all his possessions. His reduced practice, . situated 
in a relatively vulnerable area, is unsaleable. The Medical 
War Relief Fund could not undertake to contribute towards 
the maintenance of his widow for the remainder of her life, 
but it gave her a substantial sum to meet immediate necessities, 
and also assisted her to obtain a very satisfactory pension from 
another organization. She has left the committee of the Fund 
in no doubt as to her gratitude. 


Dr. F was killed by a bomb when on duty at a first-aid 
post. Other bombs damaged his residence and his surgery. 
The widow will receive a pension of £1 17s. 3d. a week 
from the Government, and there will be little addition to this 
even if it is possible to sell the practice when the surgery has 
been repaired. Mrs. F has no relatives who can assist her 
financially, and she cannot at present undertake remunerative 
work as there are children to be cared for. The Medical War 
Relief Fund has granted her a gift which will be paid in 
annual instalments over a period of five years. The money 
has been handed to the Royal Medical Benevolent Fund for 
administration, and this body will therefore be able to maintain 
contact with the family and advise Mrs. F if at a later date 
additional help is required for the completion of the children’s 
education. 

Aims and Constitution of the Fund 


It might happen to any one of us, though we are not all 
exposed to equal risks. It would be good to know that there 
would be help for our wives and children if they should be 
numbered among the unfortunate; to know that our col- 
leagues had created a fund to which they could appeal with- 
out humiliation, a fund which we ourselves had helped to 
establish, a fund that could come to the rescue in a manner 
worthy of a generous profession. It is to achieve this object 
that the Medical War Relief Fund has been instituted, and 
the above cases illustrate the work that is being done. 


The purpose of the Fund is defined as the temporary assist- 
ance of ‘registered medical practitioners and their dependants 
who find themselves in financial straits as a direct result of 
war conditions. Applicants must be “registered members of 
the medical profession, British subjects domiciled in England, 
Scotland, Wales, the Isle of Man, the Channel Islands, and 
Northern Ireland, and such of their dependants as the Com- 
Mittee may determine.” Assistance takes the form of a gift 
or a loan free of interest, or may be given partly as a gift 
and partly as a loan. The Fund is administered by a Com- 
mittee representative of the British Medical Association, the 
Royal Colleges, and the Royal Medical Benevolent Fund. 
The cost of administration is very small and it has not been 
Necessary to acquire special office accommodation or to 
appoint a_ special staff. The Honorary Treasurer and 
Honorary Secretary of the Fund are officials of the British 
Medical Association and the cost of their work, which in- 
cludes much correspondence connected with the collection of 
subscriptions, is defrayed by the Association. A Distribution 
Subcommittee has been appointed to consider applications 
and vote awards. The Royal Medical Benevolent Fund was 
invited to nominate a number of the members of the Sub- 
committee, and the Secretary of that body acts as Secretary 
of the Subcommittee. 


More Support Needed 


_ The subscription lists already published show that many 
individual practitioners, B.M.A. Branches and_ Divisions, 
Local Medical War Committees, Local Medical and Panel 


Committees, and other professional organizations have re- 
sponded to the appeal in a magnificent way. At the end of 
March, 1941, the contributions exceeded £20,000, and more 
than £4,000 had already been expended since the date of the 
first awards—that is, during a period of four and a half 
months. Further subscriptions will certainly be needed, for 
the number of applicants is increasing and will doubtless con- 
tinue to increase as the war goes on. Every member of the 
profession is asked to send a contribution, however modest. 
Collections are being made in many areas, but any prac- 
titioner who has not received a local appeal may send his 
subscription to the Honorary Treasurer of the Medical War 
Relief Fund at B.M.A. House, Tavistock Square, W.C.1. 
Cheques should be made payable to the Medical War Relief 
Fund. The latest list of contributions is published in the 
Supplement this week. 

Doctors will not fail to discharge their responsibilities, 
whatever the risk, and it seems inevitable that many of them 
will suffer. Is it not both a duty and a privilege to ensure 
that in their hour of need they will be able to echo the 
words of one who has been helped by the Fund and say that 
they too are “proud of their profession”? 


AFTER-CARE OF MENTAL PATIENTS 


The annual meeting of the Mental After-Care Association 
was held on March 26, with Colonel Henry Yellowlees in the 
chair. H.R.H. Princess Arthur of Connaught was elected 
president in place of the late Lord Wakefield. Incidentally, it 
was announced that Lord Wakefield had left the association 
a bequest of £5,000, which had placed it in a more satisfactory 
position than it had ever enjoyed. Colonel Yellowlees pre- 
sented the annual report, which was a record of many-sided 
services continuing in full vigour notwithstanding the distrac- 
tions of the war. The total number of patients who had been 
dealt with during the year was 2,663. Over 600 first visits 
were paid to the homes of patients. The convalescent homes, 
all of which have been brought from the coast inland, had 
accommodated 303 after-care and 237 early-care patients 
(meaning, by the latter, patients ill but not ill enough to be 
certified). The number of patients boarded out was 372. One 
of the most recent additions to the association’s activities has 
been in finding accommodation for suitable hospital patients, 
thus setting beds free for more urgent cases. At present the 
association is arranging to take another large number from 
various L.C.C. hospitals. Still more recent is some work done 
at the request of the Ministry of Health in air-raid shelters and 
rest centres. 

An address was given by Miss E. D. Vickers, the late 
secretary, who has held the post with conspicuous success for 
the last twenty-five years. She described how in cottage homes 
patients were assisted over the difficult transition from hospital 
to everyday life. At the end of the last war there was an 
enormous influx of early-care patients, and the same thing 
would probably happen again. Another type of home was 
established for patients who could be discharged but would 
never be able to take care of themselves. These were also a 
great success and enabled old people to spend their last days 
as members of a family instead of in an institution. As for 
the holiday homes, she thought it a wonderful tribute to the 
patients and those in charge of them that in a year when 
1.200 patients were sent for a fortnight’s holiday only one 
complaint was received from a member of the public. 


_ 


T. B. Patel and B. P. B. Naidu (nd. med. Gaz., 1940, 75, 
730) state that among cases of small-pox admitted to the City 
Hospital at Bombay nearly 50°, were unvaccinated. A very 
large percentage of admissions were from the adult popula- 
tion, as the immunity conferred by vaccination does not wear 
off until the tenth year. The mortality among the vaccinated 
was low (3.3 to 3.7% up to 20 years of age), as compared 
with that among the unvaccinated, which was 17 to 60%. 
Administration of sulphanilamide reduced the mortality in 
confluent cases by about 30%, but had no influence on the 
course of the disease except in the septic type, and no efiect 
on haemorrhagic cases. 
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FACTORS INFLUENCING THE HEALING 
OF WOUNDS 


At a meeting of the Medical Society of London, on 
March 31, Dr. G. W. GoopnartT presiding, a discussion 
took place on factors influencing the healing of wounds. 


Dr. J. M. Converse (U.S.A.) opened by referring to the 
stimulus which war gave to surgery, and recalled the work of 
Ambroise Paré, of Larrey in the Napoleonic wars, of Carrel, 
Almroth Wright, and others in the last world war, and of 
Trueta in the Spanish war. The subject of wound healing 
was too vast to cover in a single address, and he could only 
select certain factors. He drew attention particularly to 
nutritional ones—the value of the protein factor, especially in 
severe burns, and of vitamin C-—also to the manner in which 
healing was interfered with by infection, which produced 
tissue destruction and devitalization and delayed the repair 
of wounds. Another factor of great clinical importance was 
contraction, and yet another the closed-plaster treatment of 
wounds. On this last subject he said that at the American 
Hospital in England certain impressions had been gained— 
based, however, on too small a number of cases, generally 
compound injuries. Closed plaster did seem to control local 
infection. It also seemed to promote repair of connective 
tissue in a remarkable manner. Furthermore, granulations 
observed in the wounds even after a month still presented the 
characteristics of young granulation tissue. But although 
closed plaster might favour connective tissue growth it did not 
seem to favour epithelial tissue regeneration. The epithelium 
that grew around these wounds under plaster grew extremely 
slowly and was of very poor quality. After the bone repair 
had been assured by immobilization in plaster it seemed a 
hardship to keep the patient in plaster for months because 
his superficial wound had not healed. It was possible that 
the inhibitory effect of the closed plaster was due to the 
presence of the plaster itself, and he believed that was Dr. 
Trueta’s opinion. If the bone lesions admitted, the patient 
could be taken out of the plaster and the wound treated in 
the usual manner with the aid of chemotherapy. When the 
plaster was changed, if the appearance of the wound showed 
that it was ready to receive an epithelial covering skin-grafting 
might be done, again in combination with the use of sulphanil- 
amide. This had been carried out in three cases in his 
experience and had proved- successful. It was possible that 
observation of the bacterial condition in the course of the 
change of plaster would be helpful, and if the patient in 
whom the haemolytic streptococcus was present had sulpha- 
thiazole put into the wound it was very likely that at the next 
change of plaster no sign of the streptococcus would be found. 

On the general guestion of chemotherapy as a means of 
countering the infection which hindered wound healing, Dr. 
Converse gave the example of a wound around which there 
was a marked inflammatory reaction with oedema. This 
oedema around the wound prevented the contraction which 
was due to the pull of the fibroblasts, and by interfering with 
contraction had a remarkable effect in preventing the wound 
from healing. In one such case sulphanilamide powder was 
used as a local treatment, and within two days the wound had 
shrunk to half its size and the test for streptococci was nega- 
tive. Whether it was due simply to the subsidence of the 
oedema or to the contraction which was thus enabled to take 
place, the fact remained that this was an example of the 
influence of infection in preventing a wound from healing and 
of the value of chemotherapy. 

Dr. Converse concluded by expressing the view that the 
present trend of treatment of wounds suggested that this war 
would see the more general application’ and use of skin 
grafts, not by specialist plastic surgeons, but by surgeons in 
general. 


The Anti-scorbutic Factor 


Mr. ALAN H. Hunt said that wounds failed to heal when 
there was an absolute deficiency of vitamin C, though it 


might be that a relatively low concentration of the vitamin 
was all that was necessary in man. He proceeded to describe 
an experiment on guinea-pigs—animals far more susceptible 
to scurvy than man—to illustrate the sub-scurvy stage, the 
effect of partial deficiency of the vitamin on the formation 
of collagen fibres. Some observations on human patients 
showed that the critical level of vitamin C in the formation of 
collagen in man was probably well below saturation point, but 
there was sufficient evidence to justify giving full doses of 
vitamin C to certain groups of patients, preferably before 
Operation, or as soon as possible after. Cod-liver oil applied 
locally had a beneficial effect. 


He also mentioned x-ray therapy in the treatment of 
wounds. Cellular proliferation and therefore the quantitative 
production of callus were inhibited in proportion to dosage, 
but the cells themselves were supposed to mature more rapidly 
and therefore to produce a more fully developed interstitial 
matrix. The effect of x rays, therefore, was beneficial so long 
as minute doses were used. 


Mr. R. T. Payne spoke of the importance of the nutritional 
state of the patient, and in illustration gave an account of the 
post-mortem findings in fifty-one cases in which death had 
followed partial gastrectomy. Of this number, sixteen had 
had general peritonitis, and in twelve of these at the site of 
the operation on the stomach there was complete evidence of 
non-healing. Another third of the cases died of pulmonary 
infections, which might be held to represent another failure 
of repair—a failure to overcome potential infection. In these 
malignant gastrectomy cases the anaemia was often extremely 
grave, and was not always corrected before operation. 
Another point suggestive of the importance of the nutritional 
state was the loss of weight. It had been shown that in 
operations on the gastro-intestinal tract the prognosis was 
directly related to the antecedent loss of weight. In some 
figures quoted, among patients who had lost more than 20% 
of their original body weight the mortality was only 3.9%, 
while in patients who had lost more than 20% the mortality 
was in the region of 33%. By paying more attention to the 
nutritional state, not only mortality after operation but also 
morbidity would be reduced. So often the post-operative 
diet was considered only as a question of calories, which was 
but a part of the dietetic factor. 


General Discussion 


Mr. ZACHARY COPE, as one who had seen a good deal of 
scurvy abroad and something of it in this country, said that 
two or three days after taking a normal amount of the anti- 
scorbutic factor the patient was well, so that it seemed strange 
that a patient in the condition of sub-scurvy to which Mr. 
Hunt had drawn attention should require such relatively large 
doses of the. substance as were indicated by his experiments. 
Was there some other factor? Mr. E. W. RicHes had been 
interested to hear Dr. Converse say that the general surgeon 
should be prepared to cover a wound with skin and not 
leave it to the specialist plastic surgeon. That was what the 
plastic surgeons in this country were now saying. Dr. G. W. 
Goopnart thought it highly probable that the ascorbic level 
varied enormously in different people, although healthy people 
required a very large amount by mouth before they would 
excrete it in the urine. Sir THOMAS DUNHILL said that there 
was a fairly good ascorbic margin, but if by tests carried out 
in this way surgeons could be made a little more sure of the 
condition of the case before they operated, lives would be 
saved. The progress of surgery lay along the path of ever- 
increasing pre-operative as well as post-operative care. Not 
the finest post-mortem work in the world would make up for 
poor surgery. 

Dr. ConveRSE, replying on the question of scurvy, referred 
to an experiment by Crandon carried out on himself. Cran 
don went on a vitamin-C-free diet from October of one yeaf 
to May of the next. He became free of vitamin C in the 
plasma at the end of forty-two days, but the ascorbic acid 
persisted in the leucocytes for 122 days. He developed clini- 
cal scurvy in five months. An experimental wound done on 
him at the end of three months healed perfectly normally; 
this was when he had zero ascorbic acid in his plasma, but 
before it had disappeared from the leucocytes. At the end of 
six months an experimental wound failed to heal and showed 
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the characteristic lesions which the sections shown by Mr. 
Hunt had depicted. 


Mr. HUNT, also in reply, said that it was the custom at his 
hospital to give vitamin C in all cases in which a major 
abdominal operation had been performed, particularly where 
a viscus had been opened; in all cases which were seriously 
wounded ; in all cases where there was evidence of nutritional 
deficiency ; and, recently, in all cases in which rapid healing 
of the wound was desirable—that is, where it was specially 
desired to have clean, almost invisible scars—and he was 
sure that the scars in the patients who were saturated were on 
the whole much better than those in the patients who were 
not. In seriously deficient cases they played for safety and 
gave 1.000 mg. of the ascorbic acid preparation per day for 
three days, afterwards maintaining the saturation by giving 
100 mg. per day for about three weeks while the wound was 
healing. In ordinary cases these doses were too large, but in 
certain cases with achlorhydria present they were too small. 
When the substance could not be administered by the mouth 
it was given intravenously. Recently they had tried intra- 
muscular administration, and it seemed satisfactory, allowing 
for the fact that intramuscular administrations were rather 
uncomfortable for the patient. 

Sir JAMES WALTON proposed a vote of thanks to the 
openers, particularly to the visitor from the United States, 
and mentioned the debt which British surgeons owed to their 
American confreres. The vote of thanks was seconded by 
Mr. W. E. TANNER and heartily carried. 


*.* Some of the problems in the healing of wounds are 


discussed in a leading article at p. 560. 


Correspondence 


Medical Planning Commission 


Sir,—In the generous space which you allow to correspon- 
dence on the Medical Planning Commission you have recog- 
nized the importance of the issues involved and the value of 
wide interest in the project. I feel, however, as Chairman of 
Council that the time has come for a reply to some of the 
criticisms which have been made and for an emphatic cor- 
rection of erroneous views which apparently prevail as to the 
nature and objects of the Commission. At any other time 
the whole matter would have been discussed at a meeting of 
the Representative Body, but circumstances rendered this out 
of the question. At the same time the matter is urgent and 
can by no means be left until the end of the war, for if we 
medical men and women do not make up our own minds we 
may find ourselves faced by a solution of the medical prob- 
lems of the country in which we have not been consulted 
and which we are forced to accept. One would have thought 


that even thirty years is scarcely a sufficient period to produce | 


complete amnesia. 

As has in fact been very fully 
the Commission is to discuss the possibilities which the 
future after the war holds for our profession and to pre- 
sent these possibilities in the form of a reasoned report. 
Obviously it has no executive power, nor can it bind either 
the British Medical Association or any of the bodies which 
are represented upon it. But it can examine the whole field, 
it can take evidence and gather full information, it can and I 
hope that it may reach definite conclusions, and it can then 
Submit its findings to every branch of the profession for ac- 
ceptance or rejection. For such a purpose I maintain that 
the Commission has been properly constituted in accordance 
with the very explicit requirements of our constitution, that 
it would be impossible to devise a body better suited to its 
purpose, and that it deserves the fullest support and con- 
fidence from the whole of our profession. 

It would seem from the correspondence that very few 
medical men have the vaguest idea of the complexity of the 
problems by which the Commission will be faced, and the 
Pathetic suggestion has actually been made that they should 


stated, the object of . 


be referred to the profession in the form of a questionary. 
Those of us who have studied the subject realize that if at 
the end of a year’s hard work a tentative conclusion has been 
reached on even a few of the problems the Commission will 
deserve congratulation. If it can then present a reasoned 
plan for the consideration of the profession as a whole, it 
will have earned our gratitude. I feel that I am paying it a 
very high tribute when I express my firm belief that it is 


‘ equal to its task. 


The appointment of. the Commission was carried out with 
the full democratic machinery of the Association so far as it 
is available in wartime. The Council of the Association after 
a full discussion decided that in the interest both of the 
public and of the profession a Commission ought to be estab- 
lished to study the effects of the war on medical practice and 
to consider the direction in which medical practice should 
develop in the reconstruction of national life after the war. 
It decided further that, although the Association would give 
the Commission the fullest support and place all its resources 
at its disposal, it should be an entirely independent body repre- 
senting the whole medical profession and so constituted as 
to speak for the whole profession with unquestioned authority. 
With this object negotiations were opened with the three Royal 
Colleges, and after some months of discussion they all agreed 
to co-operate in the most cordial manner. The three Scottish 
Corporations, the Society of Medical Officers of Health, the 
Faculty of Radiologists, the Medical Women’s Federation, and 
the Parliamentary Medical ‘Committee were all invited to 
nominate members and all have accepted the invitation. It is 
difficult to see how a manageable body could have been 
formed on a wider basis or one which could represent the 
profession with greater authority. 

Apart from the representatives of important medical bodies 
a number of individuals were invited to serve on the Com- 
mission on account of the interest which they had shown in 
the development of medical practice and the constructive work 
which they had already done, and after most careful selection 
they were approved by the Council as representing every 
branch of practice. Where any branch appears to have been 
overlooked, or where the services of any individual seem of 
special value, it will still be open to the Commission to add 
to its number if it so desires. 

In the composition of the Commission the greatest care has 
been exercised to maintain a just balance of the many interests 
involved, and I venture to think that this has been obtained. 
If the representation of the great medical bodies has meant 
the inclusion of a large number of specialists, there are still 
more than twenty members chosen for their experience of 
general practice, and from what I know personally of their 
expert knowledge of their subject and their skill in debate 
and negotiation they are likely to exercise an influence upon 
the findings of the Commission out of all proportion to their 
number. Moreover, it is probable that most of the work will 
be carried out in committees devoted to special branches of 
practice, and in each of these the special branch involved will 
of course have a preponderant representation. 

The age of the members of the Commission has aroused 
much: criticism, with which I have the greatest sympathy but 
which it is very difficult to satisfy. In the first place, there 
are very few young men with either the experience or the 
interest required, and in the second all those who would in 
normal times be available are engaged with His Majesty’s 
Forces. In spite of this it will be found that eleven members 
are under 45 and thirteen others are between 45 and 55, and 
surely all these would be accounted young in any branch of 
political life. But I feel certain that every member of the 
Commission will realize that he is planning not for himself 
or his contemporaries but for those who will follow him in 
the new world after the war, for the students whom he has 
taught, for his partner who is in the fighting line, perhaps for 
his own son. 

Moreover, use will be made of the machinery of the Asso- 
ciation to test the Commission’s work as it procceds, and the 
views of the Divisions and Branches will be invited before 
coming to any important conclusion, while the representatives 
of the different bodies involved will certainly wish to consult 
the bodies which they represent. In this way the Commission 
would carry with it the profession as a whole and would 
ensure that its ultimate findings met with general support. 
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Finally, it has been suggested that the work we are under- 
taking is properly the function of a Royal Commission, and 
that we are arrogating to ourselves a position to which we 
have no right. With such a view I most emphatically dis- 
agree. It is perfectly true that the reorganization of the 
medical services of the country may in the end have to be 
undertaken by a Royal Commission, and that many interests 
are involved besides those of the medical profession. But how 
can any Royal Commission commence its work without our 
advice, and how can it provide a medical service for the nation 
without the support of those who atone are in a position to 
understand its needs? Unless we have ourselves made up 
our minds as to what is required legislation will only result in 
chaos. 

We have to face the fact that after the war ‘changes in the 
medical services of the country, perhaps of a revolutionary 
character, are inevitable. It is of the utmost importance that 
the medical profession should make up its mind what these 
changes should be, not in its own interest alone but in the 
interest of the whole community, and this can only be done 
after a close study of the very intricate problems by a body 
specifically chosen for the purpose and commanding the 
confidence not only of medical men but of the whole nation. 
I venture to think that the Commission which has been formed 
satisfies this very exacting criterion, and that when its report 
is finally submitted to the consideration of a Royal Commis- 
sion it will form the foundation of a new era in the medical 
services of the country.—-I am, etc., 


London, W., April 4. H. S. SOuTTAR. 


Crush Injuries 


Sir,-—-1 would like to add my meed of praise on the mag- 
nificent series of articles on this subject in your issue of 
March 22. They furnish a number of facts of the utmost 
importance. There are three points on which I should like to 
make some comment: 


Traumatic Arterial Spasm.—Some anxiety about the blood 
supply of the limb was felt in the majority of cases, but in 
only two of the Bywaters-Beall series was the artery explored. 
I should like to draw attention to this phenomenon of arterial 
spasm, or arterial “ stupor,” as being a quite common clinical 
entity. With injury, a direct blow, or blood extravasation in 
the neighbourhood, the artery goes into spasm. John Hunter 
wrote of it, and Griffiths’ in a recent Hunterian Lecture 
stressed its importance, especially in Volkmann’s contracture. 
That it is not the tension of the oedema which obliterates the 
vessel is well illustrated by Bywaters and Beall’s first case. 
Here, according to the report, though the leg was cold and 
was amputated for it, there was no arterial damage, no oedema 
deep to the fascia, and only blood extravasation around the 
popliteal artery. I would urge, from my own experience and 
a growing literature, that if the cause is local and the radial 
or tibial pulse has not returned at the end of six to twelve 
hours, full exploration is advisable. If delayed for more than 
twenty-four hours it seems that, as in embolism, thrombosis 
vitiates the result. Exposure of the vessel, clearing it and not 
necessarily doing a periarterial sympathectomy, relieves the 
spasm immediately or within a few hours. The incision left 
unsutured adds nothing to the risk of infection of the damaged 
area. Continued spasm is one factor in providing “the par- 
ticular opportunity,” as Mr. Ogilvie described it, for gas- 
gangrene infection. 

Sulphapyridine Haematuria—Bywaters and Beall discuss 
the possible role of sulphapyridine in this condition. As 
observed by Long.” 8% of cases undergoing sulphapyridine 
therapy develop haematuria, and its importance therefore 
cannot be ignored. It is the custom of many medical officers 
to include sulphapyridine in their intravenous “cocktail.” I 
know of two such cases that developed oliguria and blood 
in the urine—one being fatal after a dose of only 4.5 grammes. 
Taking all the sulphonamides, renal complications are appar- 
ently four times more likely with sulphapyridine, and_ this 
forms a strong reason why, especially in burns, shock, and 
now crush injuries, its systemic effect should be avoided. 


1 Brit. J. Surg., 1940, 28, 110. 
2J. Amer. med. Ass., 1940, 115, 364. 


Untreated Shock.—As Mr. Franklin and Mr. Douglas’ point 
out, renal failure is not encountered in the usual “ unburied” 
crush injury. There is one difference: the trapped patient 
receives no treatment. The oppressive anxiety, the cold, the 
fixation of the chest and muscles, all tend to increase the 
shock. The M.R.C. point out that after shock has existed 
for some time an irreversible process sets in leading to per- 
manent damage. They stipulate no time, for obviously there 
are many factors that influence it. But we know from the 
work of Bayliss’ that in cats in which shock was induced and 
untreated there was after two hours no recovery with any 
form of treatment. Best et al.’ in their work on the use of 
plasma for haemorrhage showed how essential rapid adminis- 
tration is for recovery. And the kidney, with its refined 
function, is particularly sensitive to changes in the blood 
supply. In experiments on animals even transitory interfer- 
ence with either their arterial or their venous supply produces 
albuminuria. Clamping of the renal artery for from ten to 
thirty seconds will cause the secretion to stop, followed by the 
appearance of albumin in the urine. As Bywaters and Beall 
point out, secretion also ceases if the blood pressure falls 
below 75 mm. Hg. And it must be remembered, in assessing 
the data, that the first specimen of urine passed may have 
been in the bladder before the “ incident.” The fall in blood 
pressure associated with shock affects the circulation of the 
brain and the heart muscle, as well as the kidney. Coronary 
thrombosis or heart-block may follow, often only twenty- 
four hours later, if there has been a prolonged fall of blood 
pressure just as in spinal anaesthesia. It may explain the 
cardiac changes and the sudden death in some of these cases, 

I note these facts to urge that shock be not treated ex- 
pectantly. as is being advocated in some of the recent articles 
on air-raid injuries. Nor must it be a leisurely affair, with 
slow drip over hours, if the irreversible factors are not to 
come into play. It seems pertinent to suggest, therefore, that 
besides the oxygen which Sir Leonard Hill’ recommends, 
fluids to convey it are advisable. 

Lastly, may I congratulate the authors on the clarity with 
which the problem was presented. It affords a_ striking 
illustration of co-operating with the physicians in the treat- 
ment of casualties, and the advisability of their more frequent 
attendance in the operating theatre and surgical. wards.—l 
am, ete., 

M. COHEN, 


March 31. Surgeon, E.M.S. 


Sir,—I have read with great interest the cases of crush 
injury with associated renal failure described in your issue of 
March 22, and I think that the various teams are to be compli- 
mented on the thorough nature of the investigations made 
and treatment given under what must have been trying 
conditicns. 

In view of this thoroughness it is with some diffidence that 
I suggest an intravenous solution which has, apparently, not 
yet been used. It is isotonic sodium sulphate solution given 
by the constant intravenous drip up to a maximum of three 
litres a day. The use of this solution is based on work 
published in the early years of this century by Crile on the 
permeability of the renal epithelium to various salts in-isotonic 
solution; and first applied clinically in Edinburgh and pub- 
lished by Band in or around 1934 in the Edinburgh Medical 
Journal. 
the oliguria and anuria met with in obstructive ‘lesions of the 
genito-urinary tract associated with poor renal function. In 
them the diuresis is considerable, even after an anuria lasting 
for many hours. 

The two types of cases are not strictly comparable, but in 
the cases of obstruction the lesion is certainly an active con- 
gestion of the kidney, and it is therefore possible that the 
isotonic sodium sulphate solution might, in conjunction with 
plasma, restart normal renal secretion in these crush injuries. 
In conclusion, | must apologize for the vagueness of the refer- 
ences, but at the moment I ‘bave no ready access to the 
literature—I am, etc., 

IAN L. MAITLAND, 
Surgeon Lieut.-Commander, R.N.V.R. 


March 26. 


8 British Medical Journal, 1941, 1, 491. 
4M.R.C. Reports, 1919; Wound Shock, p. 30. 
* British Medical Journal, 1940, 2, 248. 


I have had some personal experience of its use in | 
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Treatment of Burns 


Sir,—One has read with interest the article by Dr. J. M. 
Robson and Mr. A. B. Wallace (March 29, p. 469) on a 
further treatment of special burns, incorporating as it does the 
use of sulphonamides and the principle of osmosis, and adopt- 
ing Once more repeated dressings. May I, at this juncture in 
the development of burn treatment technique, suggest for 
investigation the value of the closed method in selected cases? 
It may be used well in children for burns of the upper limbs, 
and it possesses some advantages—for example, avoidance of 
painful dressings, rapid separation of sloughs, and saving 
of time. A viscopaste bandage is applied over the area, 
and in the second-degree burn is usually left on until healing 
is complete, though it may be renewed once during that 
time. Its value in deeper burns lies in rapid separation of 
the slough, The ultimate result is good and it is striking 
how soon. the child forgets its injury. This method precludes 
the use of sulphonamide locally. except initially. With regard 
to the paste used by Robson and Wallace. while the osmotic 
action is of value in small areas where oedema is present, 
it would presumably be a disadvantage over larger surfaces. 
Would it be possible to incorporate sulphonamide in a more 
or less isotonic base for general application?—I am, etc., 

Turriff, Aberdeenshire, March 31. G. D. Rocne. 


Sir,—* A small percentage of disasters is enough to con- 
demn any method”: at least, so reads the last sentence of 
the leading article on the treatment of burns (March 29, 
p. 484). On the same hypothesis almost every known surgical 
procedure would be pfecluded, for not many medical students 
qualify without having seen treatment result in disasters a good 
deal worse than a stiff hand. Of course failures occur in the 
application of any form of treatment. It is for us to weigh 
success against failure in rival forms of therapy. Burnt hands 
have been given the tannic acid treatment for many years with 
much success and undoubtedly a small percentage of failures 
(and no “ disasters” in many surgeons’ experience), and treat- 
ment with saline packs. recommended recently, after no 
comparable period of trial, may produce even worse failures. 
have seen one.—-l am, etc., 


Redhill, Surrey, April 1. NorMan Pitt. 


Chemotherapy in Otitis Media 


Six,~-Most ear, nose, and throat surgeons admit that large 
doses of sulphanilamide and sulphapyridine can abort otitis 
media during the invasive stage, and in the right case can 
favourably influence the course of the disease during the 
suppurative process, when haemolytic streptococci or certain 
types of pneumococci are the cause. Dr. J. B. Jessiman con- 
firms this view in his careful article (March 15, p. 399). I 
venture, however, to suspect, from his excellent description 
of “ bullae and sacs,” that five of his seven cases were actually 
of otitis externa haemorrhagica, which responds well to 
chemotherapy, unless it is complicated by otitis media— 
difficult to discern beyond the blebs. There is not often a 
great loss of hearing in these cases. which occur mostly in an 
influenza epidemic. However, this is not the point. The real 
issue is whether we are to treat cases of otitis media by para- 
centesis or chemotherapy, or whether we are to watch their 
agony until the drum bursts. 

I would say that many cases (perhaps the majority) of 
Otitis media get better whatever the treatment. and may not 
even get to the stage of discharging. Such excellent results 
are often attributed to the latest form of treatment. The 
remaining cases are serious and may lead to fatal complica- 
tions, which we must leave no stone unturned to prevent. 
Many of these are referred to specialists, who, from a very 
large series of cases, are beginning to assess the true value of 
these powerful drugs. It is in the serious cases that we must 
Compare the results of any treatment. 

In my experience the result of an early (but above all not 
too early) paracentesis is in most instances little short of 
miraculous, and 1 am ‘sure that the mental trauma. whatever 
that may be, of a half-minute operation done in bed, 
Probably at night, must be negligible compared to a week’s 
€arache coupled possibly with the nausea, vomiting. and 


’ cyanosis of chemotherapy. I hope the day will soon come 


when this simple operation will become part of the arma- 
mentarium of every general practitioner. It can be done easily 
with an electric auriscope and a suitable knife (long enough 
to pass through the instrument) under a very short anaesthetic, 
although the specialist may appear to need more. I have 
never seen any harm come of paracentesis, and | cannot 
remember a permanent perforation resulting where the case 
had the proper after-treatment. 

Chemotherapy is of value before pus is formed, but cannot 
in my opinion help much once there is pus and the ear dis- 
charging, unless there is an associated high temperature or 
septicaemia, when it is extremely useful and has prevented 
much premature mastoid surgery. We must, however, be 
careful not to make our patients worse. For instance, the 
temperature and pulse may come down, and the leucocytosis 
too; yet there is still mastoid tenderness. What is happening? 
What is one to do next? Like other ear, nose, and throat 
surgeons, | have had to do some nasty mastoids which might 
have been avoided if the drum had been opened and the 
chemotherapy discontinued. 

As for the waiting and watching with fomentations and 
anodynes, which is not without its supporters, I am prepared 
to confess that if paracentesis is delayed for several days the 
cases often do better than some others. This may be due to 
the fact that they may not be bad enough to cause rupture 
of the drum. 1 must, however, regard it as nothing short of 
barbarous to force days of unnecessary pain (which is intense) 
on a child or anyone else when it can be relieved so easily 
and when every day increases the danger of intracranial 
complications, to say nothing of mastoiditis and deafness. | 
believe that it will be a long time before we know all about 
these new and wonderful drugs. Their indiscriminate use 
for mere earache will lead to their disuse. Let us instead, 
like Dr. Jessiman, control their effect by careful observation, 
remembering all the time that cases do very often get better 
without any treatment whatever.—I am, etc., 


York, March 18. R. THOMAS. 


Convulsion Therapy by Electricity 


Sir,—It was with some surprise that I read Dr. Gerald 
Caplan’s paper (March 29, p. 479) on the use of faradic 
current as an approach to the therapy of mental disease, for 
although acquainted with the work of Berkwitz I did not 
expect to find history repeat itself to such an extent in this 
country. During the nineteenth century methods closely 
similar to those adopted by Berkwitz and Dr. Caplan were 
described by Arndt, Erb, Alibutt, and others, and Blandford 
in 1896 expressed the opinion that the apparent improvement 
noted in some psychotics was due to the moral rather than 
to the physical effects of the treatment. This observation was 
no doubt occasioned by the distress that accompanied the 
treatment. Allbutt’s description of the method employed by 
him is of interest, as it was carried out in this country and 
described in the West Riding Lunatic Asylum Medical Report 
for 1872. The current was obtained from modifications of 
the Daniell cell and was applied to the head for ten minutes. 
The immediate effect of this was to “ tranquillize,” an effect 
which Allbutt did not think was due to the mere “ astonish- 
ment” evoked by the procedure, for it did not lessen on 
repetition. 

In America reluctance to adopt at once the unmodified 
method of convulsion therapy by electricity is not at all sur- 
prising when one reflects that there judicial execution is 
mainly carried out by high electric potentials, and indeed 
inept comparison has been made in this country with the 
methods of Sing Sing (Lancet, 1939, 2, 1373). By the method 
adopted by Berkwitz and now described by Dr. Caplan con- 
siderable fear and pain are aroused during the application 
of the current, although Berkwitz does not think there is any 
real “ mental anguish.” It is to allay this as much as any- 
thing else that the intravenous anaesthetic is given. It is the 
elimination of fear that is one of the chief claims of electric 
convulsion therapy to consideration. 

With reference to the remission obtained by Dr. Caplan, 
while the occurrence of the convulsion with low currents is 
of interest it was possibly brought about by summation of 
subliminal stimuli, or by an increase in the effective current 
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as the head resistance dropped, which it no doubt did with 
passage of the current. The convulsion, too, may have had a 
direct bearing on the remission, for it was only after this 
occurrence that it was decided that the patient was well 
enough for treatment to be discontinued. Finally, the impu- 
tation of respiratory and brain complications to convulsion 
therapy in general is misleading, for I am unaware of any 
such having been ascribed to electric convulsion therapy, 
although one account records vertebral fractures in two cases. 
At this hospital 130 patients have undergone electric convul- 
sion treatment, with a total of some 1,800 major fits, without 
the occurrence of any complications, and J trust that. Dr. 
Caplan’s unwarranted statements regarding the dangers of 
convulsion therapy will not prejudice others against the elec- 

tric convulsion method.—I am, etc., 
JamMes S. 

Warlingham Park Hospital, March 31. 


Cerebral Venous Thrombosis after Childbirth 


Sir,—We have read with interest the article by Drs. J. 
Purdon Martin and H. L. Sheehan (March 8, p. 349). As we 
have seen two cases of this condition in the last month, it 
seems advisable to record them in support of Martin and 
Sheehan’s statement that this complication of childbearing is 
less uncommon than might be supposed. The clinical features 
conform in general with those described in the original article, 
but neither patient experienced fits or coma. Moreover, the 
diagnosis cannot be proved because both patients recovered. 
The rapid disappearance of the paralysis of the first patient 
was remarkable, but the improvement in the second patient 
is much slower. 

Case 1.—A 4-para aged 37 was admitted to hospital on 
February 13, 1941, three days after delivery of a stillborn 
child. The stillbirth was due to a prolapsed cord. There 
was no abnormality until the morning of the third day, when 
loss of power in right arm and leg was noticed. This spread 
rapidly, and within a few hours a complete right hemiplegia 
was present with Joss of speech. The elbow-, knee-, 
and ankle-jerks on the right side were exaggerated and the 
right plantar reflex gave an extensor response. The blood 
pressure was 130/90. There was no albumin in the urine. 
The temperature was 99° F. on the third morning and 99.8° 
on the fourth. Blood examination showed a _ moderate 
anaemia: R.B.C. 2,600,000 : haemoglobin 50°, ; W.B.C. 9,750; 
blood N.P.N. 37 mg. per 100 c.cm. Wassermann, negative. 
No abnormality was found in any other system. The hemi- 
plegia improved fairly rapidly, and when the hospital had io 
be evacuated a month Jater she had almost completely re- 
covered, but walking showed up the weakness of her leg. 

Case 2.—A primigravida aged 21 was admitted to hospital 
on February 26, 1941. She had been attending the hospital’s 
ante-natal clinic. There was a history of rheumatism in child- 
hood. She had mitral stenosis. but this lesion was well com- 
pensated. A trace of albumin had been found in the urine 
on February 13. The admission was arranged because of the 
premature onset of labour at thirty-two weeks. On Feb- 
ruary 27, as the labour was progressing very slowly, the 
membranes were artificially ruptured, and this was followed 
by a normal delivery. The first four days of the puerperium 
were uneventful. On March 3 at 8.30 p.m. she complained 
of breathlessness, cough, headache, and pain in the right side 
of the chest. Blood pressure 130/90. At 10 p.rn. she became 
very restless, breathing was distressed, and she complained of 
a sharp pain in the right thigh. The pulse rate rose to 140. 
She was given omnopon gr. 1/3. An hour later she developed 
a complete left hemiplegia. Temperature 99.4° F., pulse rate 
120. Her breathing was now less distressed. The left biceps 
and supinator reflexes were exaggerated, as was the Jeft knee- 
jerk. Ankle clonus was present and the left plantar reflex 
gave an extensor response. Wassermann, negative. She was 
stuporose at first. (The chest symptoms in this case suggest 
the possibility of pulmonary thrombosis as an added compli- 
cation, as in Case 2 of the original article.) The paralysis 
remained complete until March 7, when she was able to 
raise her left leg. The plantar reflex still gave an extensor 
response. By March 11 she could flex the left knee, raise the 
left leg fairly: well, and raise the arm slightly from the 


shoulder. All these movements were “ flail-like.” The face. 


remained paralysed. There has been very little further im- 
provement up to date. On March 18 she complained of pains 
in the chest and difficulty in breathing ; she was restless and 
cyanosed about the lips. These symptoms settled down after 
two injections of omnopon gr. 1/3. There are now signs of 
probable thrombosis in the left leg. 

We wish to thank our house-surgeon, Miss Jolly, for the 
careful notes kept on the progress of the second case— 
We are, etc., 

ArtHuR A. GEMMELL, 


Liverpool, March 29. T. N. A. JEFFCOATE. 


Night-blindness and Vitamin A_ 


Sik,—I was interested in the annotation (March 22, p. 446) 
on dark-adaptation tests for vitamin A deficiency. In view, 
however, of the present large number of drivers who might be 
called upon to drive at night under emergency conditions— 
that is, A.R.P. ambulance drivers and drivers of fire engines 
and of cars for rescue squads and sitting cases—the ques- 
tion of a more accessible test is important. These people 
normally sit “on call” in a brightly illuminated room awaiting 
urgent summons into the often inky darkness outside. 


I became interested in the problem because last December I ° 


was rather suddenly afflicted with night-blindness myself. 
After consultation with the A.R.P. officer, Mr. H. V. Casey, 
we called together the A.R.P. car drivers and tested them in 
the following manner: We used two long rooms in the Report 
Centre building, separated by a door containing a “ hatch,” 
such as police station inquiry offices often have, with a 
10-watt bulb in the distant room and the hatch shut. The 
people to be tested were collected at® the farthest end of the 
near room. Standing there with all the other lights out, 
the cracks at the top and bottom of the hatch showed just 
enough light to form a suitable test. Each candidate was 
made to stand watching the hatch for some sixty seconds in 
the full light of a 100-watt bulb in the centre of the room. 
This light was then switched off and the interval of time 
measured with a stop-watch until the cracks of light around 
the hatch became visible. 

Eleven people were tested at the first sitting and gave the 
following readings in seconds: 5, 7, 8, 10, 11, 11, 14, 15, 20, 37, 
56. Probably only the last had any true degree of night- 
blindness, but to be on the safe side the worst three were 
provided with halibut-oil capsules free. Re-tests have been 
done fortnightly ever since, taking the greatest care to have 
every detail of lighting, ete., exactly reproduced. At the next 
sitting the one with the 56-seconds reading had reduced her 
speed to 25 seconds, and there was no other reading above 
21 seconds. Since then all drivers have been 20 seconds or 
less, except for one of 48 seconds and one of 82 seconds 
(myself). In both cases the culprits had for one reason or 
other failed for the preceding few days to take their ration 
of vitamin A. 

A simple test such as this, practised widely, would avoid 
the two opposite disadvantages of (1) allowing night-blind 
people to remain undetected, a menace to themselves and the 
public, and (2) wasting money by issuing halibut oil to all, 
and also wasting the work of men who fish for halibut in the 
dangerous seas.—I am, etc., 

Bedworth, March 25. L. M. Joyce Henry. 


Vitamin B, in Diphtheria 


Sir,—l should like to endorse the remarks made by Dr. 
Duncan Leys in his letter (March 29, p. 495) regarding the 
usefulness of vitamin B, in diphtheria and other toxic states. 
I have seen similar cases with gallop rhythm, vomiting, albu- 
mintria, and diminution of urinary output during the second 
week of the disease, which appeared to respond rapidly to the 
administration of vitamin B, by intramuscular or intravenous 
injection. 

There would appear to be need for further investigation 
into this subject, but the use of vitamin B, in cases of severe 
diphtheria would seem justifiable, to ensure complete oxida- 
tion of the large quantities of glucose usually given to such 
cases; at least until some simple deficiency test, similar 10 
that used for vitamin C, becomes available.—I am, etc., 


Kirkcaldy, March 31. HuGuH CiIMIE. 
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Cost of Vitamins 


Sin,—-It appears to me unfortunate that at a time when 
vitamin-containing foods are scarce the cost of vitamin pre- 
parations, which is always high, should be enhanced by pur- 
chase tax. I understand that the price of liver preparations 
has not been raised, and surely vitamin preparations should 
come into the same category, if, indeed, they are not subsidized 
by the Government so as to enable all to get them. 

It would be interesting to know whether the gastric derange- 
ments found in the Army. could be attributed, to any extent, 
to diminished vitamin intake, particularly of C. As we are 
told that black-currants are particularly rich in C it is to be 
hoped that some scheme will be devised for their preservation 
this summer, without sugar but with minimal destruction of 
the vitamin. Probably this would be best accomplished by 
factories using vacuum evaporation, but as this would involve 
much labour and transport, perhaps you would publish at an 
early date the best scheme for preservation by the country 
people themselves. This would be valuable even apart from 
the question of vitamin C, which may be solved by our 
American cousins.—I am, etc., 


Glasgow, March 31. J. MACEWEN. 


Invalid Diet and Egg Shortage 


Sirn.—We are in complete agreement with the views ex- 
pressed by Dr. Richard Bell in his letter. A_ possible 
source of increased rations for poultry or pigs could be 
obtained from a reduction in the amount of grain allowed for 
brewing and distilling. In the twelve months preceding the 
war 750,000 tons of grain and 450,000 tons of sugar products 
were used for these purposes. A 20° reduction would there- 
fore save 150,000 tons of grain, sufficient to form half the food 
supply of 7 million head of poultry. We understand that 
recently a 10°, cut has been made in the grain allowed and a 
30% in the sugar. Would a further 20°, reduction in the 
former be a hardship? 

We are firmly of the opinion that the British working man, 
though he does not relish a reduction in his beer, would 
consent to the same if it were fairly put to him that the 
result would be an increase in the number of eggs avilable 
for the nourishment of his sick children.—We are, “etc., 

N. Spriccs. 


Leicester, March 31. S. E. Tanner. 


Sir,-May I for one write in support of Dr. Richard Bell 
(March 22, p. 460) on the above most important question? 
The Ministry of Food publicly announced that eggs were not 
a Vital food: that cheese (now unobtainable), dried peas, beans, 
and lentils were preferable. Those who understand dietetics 
know that the Leguminosae, valuable as they may be in their 
proper place, are the most indigestible of all articles of food 
and in no way a substitute for eggs in the diet of invalids, 
convalescents, and young children ; the same applies to carrots 
and potatoes. Doubtless chicken feed is scarce, but surely 
the feeding stuffs given to that pampered animal the racehorse 
would do more to win the war if given to laying hens. 

We should all heartily endorse Mr. Bell's last remark, 


which, we hope, will be noticed by the Council of our Associa-. 


tion as worthy of suitable action.—I am, etc.. 
S. H. Fairrie, M.B., 


Cheltenham, March 30. Lieut.-Colonel, R.A.M.C., retired. 


Cyclical Mucosal Ulceration 


Sir,—Dr. Prosser Thomas (March 15, p. 418) makes some 
interesting comments on my article (February 22, p. 271), and 
expresses the opinion that cyclical mucosal ulceration is due 
to a herpetic virus. In my article | mentioned that Kumer 
(1930 and 1932) had put forward the same idea but that the 
evidence is not very strong. Herpes is a condition capable 
of laboratory verification, and until this is done on a patient 
suffering from cyclical mucosal ulceration Dr. Prosser 
Thomas’s view must remain merely a suggestion. Unfor- 
tunately I had not at my disposal the laboratory facilities 
Necessary to prove or disprove such a conjecture. 

What appears to me to be an important point against this 
erpetic theory is that the condition which 1 described is 


confined to mucous membranes, whereas the herpes virus, 


even if it involves mucous membranes, also affects skin at 
its junctions with mucous membranes if not elsewhere. | 
have seen a case, not published in my series, of a girl who 
suffered from dyspeptic symptoms associated with each cycle 
of buccal and vaginal ulceration. Gastroscopy on several 
occasions demonstrated similar ulcers of the gastric mucous 
membrane, which, after a few days, healed without scarring. 
Does the herpes virus ever involve the gastric mucosa? It is 
this restriction of the condition which I described to mucous 
membranes which appears to me to be an important argument 
against a herpetic aetiology. In the condition of catamenial 
herpes it is the skin of the lips and vulva and not the mucous 
membrane which is primarily and mainly affected. Cata- 
menial herpes is a condition frequently mentioned by derma- 
tologists, but gynaecologists make little or no mention of it. 
How common is the condition? I would like to have the 
opinion of gynaecologists in particular, as several have ad- 
mitted to me that they have never seen a case of this malady. 

Most students experience difficulty in mastering the funda- 
mentals of medicine, mainly, in my opinion, because many 
“ teachers ” and medical writers use terms which they do not 
bother to define. This slipshod use of a vague quasi-scientific 
terminology infests much of our medical literature. The re- 
placement of easily understandable English terms by Latin 
phrases is another slovenly habit to which many of our pro- 
fession are addicted. Such translations never place a diag- 
nosis On a more scientific footing. 

Dr. J. Bernstien (March 8, p. 381) and Dr. B. Baneth 
(March 29, p. 494) suggest that cyclical mucosal ulceration is 
allergic. But allergic to what? Why do some medical men 
take such delight in suggesting that every condition of obscure 
aetiology is allergic? Dr. Baneth adds that “if the disorder 
is clearly associated with menstruation it might be classified 
amongst the menstrual molimina.” I am not sure exactly 
what this means or how it helps. “ Molimina,” I suppose, 
is derived from the Latin noun “* molimen.” meaning “ effort.” 
Dr. Baneth states that because there was a familial incidence 
in some of my cases this suggests allergy. But how illogical 
to believe that because an unusual or exaggerated suscepti- 
bility to substances usually innocuous is often inherited any 
condition that exhibits a familial incidence suggests allergy 
as an underlying cause! 

* Jevons, thou shouldst be living at this hour: 
Medicine hath need of thee.” 
am, 
Mitcham, Surrey, March 30. 


Mavrice H. Paprpwortu. 


Obscure Nervous Effects of Air Raids 


Sir.—From time to time in your columns (and those of 
other journals) there have been references to shock, neurosis, 
etc., as a result of air raids. The general effect of these 
references has been to indicate a surprisingly low degree of 
nervous and shock response among the civilian population 
when subjected to heavy bombardment. 

I am not a medical man, though trained as a_ biologist. 
] therefore write with diffidence on a subject about which I 
know little. But I have, on the other hand, had exceptional 
facilities for the observation of ordinary people during the 
past seven months of heavy raids. It has been my job to 
visit and report the after-effect of all the heavy raids and to 
follow up (with the assistance of a staff of investigators) the 
human results of the raids, both within the town attacked 
and in the surrounding areas affected by evacuation. It is 
the latter activity, the follow-up on evacuees—particularly 


'“ voluntary ” evacuees—which has brought us up against the 


point I should like to put forward in this letter. 

In widely separated areas, from Plymouth to Liverpool, 
from Coventry to Clydeside, we have come across several 
cases of persons who, after a heavy bombardment, have left 
next morning, found a billet with friends or relatives or 
strangers, and then caved in. In some cases they have simply 
taken to bed and stayed in bed for weeks at a time. They 
have not shown marked trembling or hysteria, but an extreme 
desire to retreat into sleep and into being looked after, as if 
chronically ill. We have found such cases mainly among 
women but also among men and children. We have not been 
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particularly looking out for the cases. Gradually, over a 
period of months, we have become impressed with the possi- 
bility that there may be quite a large number of them. They 
would not ordinarily be reported to a doctor at all, and tend 
to be regarded by the hosts as in the category of: “ She's 
had a terrible time; what else can you expect?” Some 
general practitioners would probably treat the situation in 
much the same way. Certainly, such cases (partly because 
they do not conform with the ordinary pattern of neurosis and 
partly because they occur largely in small villages, etc.) are 
not likely to be reported to or to reach any psychiatrist. Yet 
they may be serious and even enduring reactions. 

I am only raising this matter because it deserves further 
inquiry. I think it is conceivably misleading, even dangerous. 
When medical people look around the cities and in shelters. 
rest centres, and casualty wards, do not find the expected 
symptoms, and therefore go on to say that there is little 
nervous effect. The material conditions for potential neurosis 
in “ blitzed” towns differ in many respects from any previous 
conditions. New types of reaction may be expected, and I 
believe are occurring: in particular, states of intense de- 
pression and retreat, without manifest physical symptoms. 
Such behaviour can have a profound effect on the morale of 
many others, as well as on the citizen capacity of the person 
directly concerned. I diffidently suggest that the matter might 
bear further thought and study.—I am, etc., 


London, W.11, April 1. Tom HArrisson, 


Plight of Consultants in -Bombed Areas 


Sir,—The position of members of the honorary staffs of 
hospitals in those provincial areas subjected to heavy bombing 
needs attention. Although some of the school children have 
been evacuated the bulk of the population remains; and the 
demand for ordinary hospital treatment is not less than before 
the war but more—in my case my wards are now spread 
over three hospitals (twenty-five miles apart) instead of one, 
and in addition E.M.S. routine treatment as well as the emer- 
gencies due to bombing have to be met. On the other hand. 
the wealthier members of the community have left, or at least 
have sent away their families; while heavy taxation has made 
a great inroad into the ability of middle-class patients to pay 
fees; and in either case all consultations and operations not 
absolutely urgent are “postponed.” With the result that 
“income” has ceased to have any meaning for many con- 
sultants (1 have made just £500 in a year, exactly the cost. 
with rigid economy, of running my practice). 

What are we to do? Apart altogether from the feeling of 
loyalty to an institution that we have served for years, most of 
us are middle-aged, and can hardly be expected to resign 
appointments for which we have sacrificed patient years. We 
cannot obtain commissions, as the E.M.S. depends on us for its 
working. Yet the rewards from the latter are meagre—my 
cheque for sixteen months is under £40; and a major opera- 
tion, including investigation, a fortnight’s after-treatment, 
carefuf records, and a report with prognosis, brings in the fee 
of Ils. 6d. less income tax. Yet the medical services of the 
country depend on us, and we are apparently expected to 
provide them without any return at all: even if school fees, 
rent, and life insurance must be met from savings, the practice 
of eating cannot be entirely abandoned. In the London area 
those in a similar position get a retaining fee of £500 a year. 
The case for equal treatment of the Provinces seems unanswer- 
able.—I am, etc., 

March 31, PROS. 


E. A. Hines and N. W. Barker (Amer. J. med. Sci., 1940, 
200, 117) made a clinical study of 280 consecutive cases of 
arteriosclerosis obliterans and a gross and histological exam- 
ination of thirty-two legs amputated for this condition. The 
disease occurred mainly in men between the ages of 50 and 70. 
There was no significant difference in racial incidence. The 
pathological changes in the arteries consisted in (1) athero- 
matous plaques in the subintimal tissue, (2) degenerative 
changes in the medial coat, and (3) thrombosis. No variation 
of importance was noted in the lesions of arteriosclerosis 
obliterans among diabetic and non-diabetic subjects, 


Obituary 


We regret to announce the death on February 26 at Salis. 
bury of Dr. WittiamM Rosert Orr of East Finchley. He 
studied medicine at Queen’s College, Belfast, before the foun- 
dation of the University, and also in Dublin, graduating MLD, 
of the Royal University of Ireland in 1885, and M.Ch. and 
M.A.O. in 1886. Dr. Orr was in general practice for many 
years and became surgeon to the Finchley Memorial Hospital 
and medical officer to the local dispensary and maternity 
society. He joined the British Medical Association in 1899 
and was chairman of the Finchley Division in 1927-8; he 
represented his Division at the Annual Representative Meetings 
in Bradford (1924), Eastbourne (1931), and London (1932), 


Dr. WILLIAM Freperic Cory, a veteran Leeds practitioner, 
has died at his home in Headingley, aged 88. He was a 
student of the London Hospital and took the L.S.A. in 1874 
and the M.R.C.S. in 1875. Among the appointments he held 
in former years at Leeds were those of honorary medical 
officer to the Jews’ Mission and to the Gordon Boys’ Corps, 
the Y.M.C.A. and the Y.W.C.A. Dr. Cory wrote several 
semi-popular booklets on sick diet and kindred subjects, and 
believed he could foretell the weather with a pocket spectro- 
scope. 


We regret to announce the death on April 3 in London, in 
his eightieth year, of Dr. M. Hasek, late professor of laryngo- 
logy in the University of Vienna. Prof. Hajek was a_ very 
famous teacher. 


The Services 


AWARDS AND MENTIONS IN DISPATCHES 


The following awards have been made in recognition of dis- 
tinguished services in the Middle East during the period 
August, 1939, to November, 1940: ba 


. O.B.E. (Military Division) 

Lieut.-Colonels (Temporary Colonels) F. G. A. Smyth and 
Q. B. V. Wallace, M.C.; Lieut.-Colonel J. Melvin, M.C.; Majors 
ifemporary Lieut.-Colonels) A. O. Bekenn and J. M. Macfie, M.C, 
R.A.M.C.:; and Major D. N. Chakravarti, I.M.S. 


M.B.E. (Military Division) 
Lieut. (Acting Captain) G. Lorriman and Lieut. H. R. Hartnell, 
R.A.M.C. 


Mentions in Dispatches 

Colonel (Acting Major-General) P. S. Tomlinson, D.S.O., and 
Colonel J. C. Sproule, O.B.E., late R.A.M.C.; Colonel (Acting 
Brigadier) A. J. Orenstein, C.M.G., S.A. Forces; Lieut.-Colonel 
(Acting Colonel) H. Alcock, Lieut.-Colonel D. C. Scott, O.B.E,, 
Major (Acting Lieut.-Colonel) W. A. D. Drummond, Major 
(Temporary Lieut.-Colonel) F. R. H. Mollan, M.C., Captain (Local 
Lieut.-Colonel) R. P. Cormack (attached E.A.A.M.C.), Lieut. 
(Temporary Major) D. M. Blair, Captains J. MacMillan and 
J. B. M. Milne, and Lieuts. G. Geddes and J. B. Heycock, 
R.A:M.C.; Captain W. B. Stiver, I.M.S.; Jemadars B. D. Joshi 
and M. L. Varma, I.M,D.; Lieuts. (Local Lieut.-Colonels) S. W. T. 
Lee and C. H. Marshall, Lieut. (Local Major) D. Bell, and Lieut. 
A. C. E. Cole, E.A.A.M.C, 


CASUALTIES IN THE MEDICAL SERVICES 
RoyaL Navy 


In an Admiralty casualty list, published on April 4, Temporary 
Surgeon Lieut. LYON RAMsay BLAIR, R.N.V.R., is posted as 
“ Missing, Presumed Killed.” He was the eldest son of the 
Rev. Dr. and Mrs. George Blair of Dundee, and was educated 
at the Morgan Academy, Dundee, and the University of St. 
Andrews. He graduated M.B., Ch.B. in 1931 and proceeded 
M.D. in 1940. He had held the post of casualty officer at 
Dundee Royal Infirmary, and was in partnership with Dr. 
George Bridge at Preston until November, 1939, when he 
joined the Royal Naval Volunteer Reserve. He had been 4 
member of the British Medical Association since 1931. 


RoyaL ARMY MEDICAL CorPS 
Prisoner of War 
Lieut. Joseph Gordon Kee, 
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Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


Part | of the Final M.B. Examination (surgery, midwifery, and 
gynaecology) will begin on Tuesday, June 17, and Part Il 
(principles and practice of physic, pathology, and pharma- 
cology) on Wednesday, June 18. Names of candidates should 
be sent to the Registrary by April 29. 


UNIVERSITY OF LONDON 

ROYAL CANCER HOSPITAL (FREE) 
The following candidates have been approved at the examina- 
tion indicated: 


ACADEMIC POSTGRADUATE DIPLOMA IN MEDICAL RADIOLOGY.— 
Part I: I. H. Evans, C. K. Warrick. 


UNIVERSITY OF EDINBURGH 


The following candidates have been approved at the examina- 
tions indicated : 

Fina, M.B., Cu.B.—K. W. Beetham, J. F. Cameron, Frances 
C. E. Hutchison, A. F. Lang, Bertha Macfie (iée Milne), W. A. T. 
M‘Kendrick, A. K. M. Macrae, Joan M. M’‘William, T. 
Munro, E. J. Noble, M. R. Prestwich, Mary Scott-Wilson, J. G. 
Shearer, R. Taylor, C. C. MacD. Watson. 

DipLoMA IN TROPICAL MEDICINE AND HyGiene.—E. Akwei, D. W. 
Horn, C. Odamtten-Easmon. ' 

DipLoMA PuBtic HeattH.—M. Nazir. Part J]: Olive B. 
Barnetson, J. Cameron, W. Giles, Rachael Hunter, Margaret S. B. 
Langton, T. M. Small, Mona M. M’‘E. Thomson. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the subjects indicated: 
SurGerY.—F. B. Beaver, G. R. S. Jackson, D. W. Mayman, 
R. South, A. M. Williams. 
Mepicine.—C. N. D. E. Eastes, R. South, C. H. Wood. 
Forensic MEpIcInE.—C. N. D. E. Eastes, R. South, C. H. Wood. 
ee J. Ambrose, J. A. Dodds, J. S. McGillivray, 
. South. 


The diploma of the Society has been granted to F. B. Beaver. 
J. S. McGillivray, R. South, A. M. Williams, and C. H. Wood. 


Medical Notes in Parliament 


Fourth War Budget 


Sir Kingsiey Wood, Chancellor of the Exchequer, introduced 
the Budget on April 7. The standard tate of income tax 
is to be raised by Is. 6d. to 10s. in the £, the tax on the first 
£165 of taxable income being raised from Ss. to 6s. 6d. 
Existing allowances are to be reduced as follows: earned 
income allowance from one-sixth to one-tenth with a maximum 
allowance of £150, and. personal allowance for married persons 
from £170 to £140 and for single persons from £100 to £80. 
The extra tax paid because of these two reductions will be 
credited to the individual after the war in the Post Office 
Savings Bank, with a maximum credit of £65 for 1941-2. The 
exemption limit for both earned and investment income is 
reduced from £120 to £110. There are no changes in indirect 
taxation, but the Medicine Stamp Duty is to be repealed from 
September 2 next, and legislation introduced with the object 
of maintaining a fair balance between the interests of pharma- 
cists and those of other vendors. The Chancellor stated that 
the prices of further essential goods and services are to be 
Stabilized to prevent increases in the cost of living. The 
excess profits tax is to remain at 100%. but 20°, will be 
refunded after the war for essential reconstruction and 
readjustment, 
Science and War 


In the House of Lords on April 2 Viscount SAMUEL asked 
whether the Government could make any statement on the 
extent to which the assistance of scientists had been enlisted in 
the prosecution of the war. He said that the council of the 
Institute of Chemistry had expressed the view that some of 
the Government Departments took too narrow a view of the 
term “scientist” and concentrated too much on_ professors 
from the universities and the like. 


Lord Hankey said that the three main pillars of scientific 
research were the Department of Scientific and Industrial 
Research, the Medical Research Council, and the Agricul- 
tural Research Council. They were all responsible to the 
Lord President of the Council. There were joint committees 
on matters of common concern, and contacts could hardly be 
closer. On the defence side there were research organiza- 
tions in the Admiralty, the Ministry of Supply (which under- 
took most of the research work for the War Office), the Air 
Ministry (which had now handed over most of its research 
work to the Ministry of Aircraft Production), and the 
Ministry of Home Security (which occupied a position inter- 
mediate between the Service Departments and the Civit Depart- 
ments). In addition there was a good deal of research in the 
Civil Departments. The Scientific Advisory Committee was in 
close touch through the Royal Society with the great streams 
of scientific research and development. through the represen- 
tatives of Government research with Government activities, 
and through its chairman and the Lord President of the 
Council with the policy of the Government in these matters. 
He did not agree that the Government interpreted the term 
“ scientific’ rather narrowly. The reason for the non-inclu- 
sion of applied scientists on the committee was not a failure 
to appreciate their great importance in the war effort. but 
simply that the proposal did not fit into the Government con- 
ception of the Scientific Advisory Committee. The Govern- 
ment was at present in touch with the professional societies 
concerned with a view to the possible establishment of a 
separate organization working in the field of applied science 
and in close touch with the Scientific Adyisory Committee. 
The committee had devoted itself mainly to the contribution 
of science to the war. and would continue to do so, but it 
was also in touch with the Minister Without Portfolio, who 
was in charge of reconstruction. The Directors of Scientific 
Research of each of the Departments engaged mainly in war 
work were invited in turn to tell the committee something 
of their activities. The Medical Research Council was con- 
cerned in all problems that affected man’s health and effici- 
ency. This Council, with its forty-five committees or. sub- 
committees, its National Institute for Medical Research, and 
its nine smaller research units, brought an immense assistance 
to the war effort. Before the war, in concert with the 
Ministry of Health, preparations were made for safeguarding 
public health against the risks of war conditions. An Emer- 
gency Public Health Laboratory Service was established with 
Jaboratories all over the country so that unusual outbreaks of 
disease could be rapidly identified. Stocks of antisera and 
vaccines were distributed throughout the country and pro- 
vision made for their replenishment. The Medical Research 
Council assisted the Defence Departments by increasing the 
efficiency and well-being of men who had to operate aircraft. 
tanks, and so forth. Good work had been done by a Flying 
Personnel Advisory Committee, which, at the request of the 
Admiralty, had been extended to the Navy. A Military Per- 
sonnel Research Committee had been set up. The success 
of the Medical Research Council was largely due to its being 
given full scientific freedom and complete control over the 
funds at its disposal. The Scientific Advisory Committee of 
the Cabinet attached great importance to the use of the facili- 
ties of the Medical Research Council. This would probably 
be extended. 


Medical Care of Auxiliary Territorial Service 


On April 1 Captain MarGesson informed Miss Ward that 
the facilities for treatment of sick members of the A.T.S. 
were comparable in all respects to those provided for soldiers. 
An eminent woman doctor had been appointed to the A.T.S. 
Council to advise on all medical questions affecting the 
Service. 

Captain Margesson also circulated a detailed statement as 
follows: A.T.S. personnel who wish to report sick attend at the 
medical inspection room provided for the unit or detachment 
or nominated for use by the A.T.S. in any particular area, 
and can there receive out-patient treatment from the medical 
officer. To meet the needs of those who require more than 
out-patient treatment, reception stations are provided for 
detachments of 300 and upwards, and sick bays are opened 
at medical inspection rooms for smaller units. At reception 
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stations the medical officer, who may be a woman medical 
practitioner, has a staff including V.A.D. nursing members and 
members of the A.T.S., and may have a sister or staff nurse if 
required. A.T.S. orderlies are authorized in sick bays where 
the strength of the detachment is over forty. As regards 
hospital accommodation, a wing for A.T.S. patients has been 
established in one large military hospital, and there are 
A.T.S. wards in over twenty of the larger military hospitals. 
In addition, military families hospitals are used for the A.T.S., 
and all the hospitals of the Emergency Medical Service of the 
Ministry of Health are available for them. So far as convales- 
cent treatment is concerned, there is an A.T.S. convalescent 
depot, and a Red Cross convalescent home is reserved for the 
use of women serving with the Forces. Courses of lectures 
in hygiene have been arranged as part of the training of officers 
and other ranks of the A.T.S. 


New Rates of Pay for Nurses 


In reply to a question by Miss Irene Ward on April 3 Mr. 
ERNEST BROWN said that the shortage of nurses in hospitals 
providing for the general needs of the civil population, and 
in particular for infectious diseases and the old and infirm, 
was giving rise to anxiety. Available beds could not be used 
because of the shortage, and staffs were carrying on under 
increasing difficulties. He was appealing to women and girls 
to enrol for nursing service in any part of the country. Those 
who joined as nursing auxiliaries would not be sent to hospitals 
dealing with infectious diseases or mental cases or to sanatoria 
unless they volunteered for this service. Women who were 
prepared to take up nursing as a life career and to enter as 
student nurses one of the hospitals recognized as training 
schools would receive salaries at the rate of £40 a year, 
rising by annual increments of £5. 

The salaries of members of the Civil Nursing Reserve in 
residential posts in hospitals were to be increased. Those of 
the assistant nurse and trained nurse included a sum repre- 
senting the employer's contribution towards superannuation, 
and as from the first pay week in February the rates would 
be: nursing auxiliaries £55 a year, assistant nurses £70 a year, 
trained nurses £105 a year, with board, lodging, and laundry, 
and indoor and outdoor uniforms. Those who responded to 
the appeal and were accepted would receive a guarantee of a 
year’s employment and would be asked to undertake to serve 
for that period. Recruits who joined as nursing auxiliaries 
would receive a short course of instruction in hospitals, during 
which they would receive 10s. a week as pocket-money, to- 
gether with board, lodging, and laundry. 

The Government had accepted the recommendation of the 
Athlone Committee that a Salaries Committee analogous to 
the Burnham Committees in the teaching profession should 
be established. The work of fifty-three State-registered 
nurses on the staff of the Ministry at Headquarters and in 
Regional offices, who were partly recruited for the E.M.S. 
services and partly for the public health and hospital work 
of the Department, would be grouped on its professional side 
into a Nursing Division of the Ministry under the general 
direction of a Chief Nursing Officer (Miss Katherine Watt) 
with two deputies. 

Mr. Brown added that he had asked Miss Horsbrugh to 
make the Nursing Division her special concern. Mr. Johnston 
was making similar arrangements subject to such minor modi- 
fications as the conditions in Scotland required. 


Increase in Scabies 


‘Mr. ERNEST BROWN said on April 3 that there had been 
an incréase in the incidence of scabies. Advice about the 
prevention and treatment of this disease had been given to 
local authorities, and their attention drawn to the importance 
of actively pursuing preventive measures under wartime con- 
ditions. Similar advice had been given in the leaflets and 
advertisements put out by the Ministry and the Central Coun- 
cil for Health Education. Further consideration was being 
devoted to the subject. 

Notes in Brief 

The number of medical officers employed by the Ministry of 
Health, including hospital staff under the Emergency Medical Service 
and officers on loan to other Departments or serving with the 
Forces, is 147, of whom fifty-two are. serving in a temporary 
capacity. Sixty-three are employed in London. 


EIREANN MEDICAL MISSION 


A medical mission appointed by the Eireann Minister of 
Defence, which has come to London to study civil defence 
arrangements, was welcomed at the Ministry of Health on 
April 1 by Mr. Ernest Brown, Minister of Health, who was 
accompanied by Sir Weldon Dalrymple-Champneys, deputy 
chief medical officer at the Ministry. The mission, which is 
headed by Commandant Patrick J. Delaney, comprises nine 
surgeons and physicians. The members were presented to 
Mr. Brown by Mr. John Dulanty, High Commissioner for 
Eire. The mission will investigate medical problems arising 
out of evacuation and visit some of the reception areas. It 
will study the steps which are being taken by the United 
Kingdom Government to guard against the spread of infectious 
disease, and also examine the arrangements for maternity 
homes, first-aid posts, ambulance services, base hospitals, 
medical supplies, and blood transfusion. The Ministry of 
Health is providing full facilities for the mission’s tour of 
inspection. 


Medical News 


There is an urgent demand for specialists in ophthalmology 
for the R.A.M.C. and the R.A.F.V.R. Any ophthalmologist 
who is prepared to offer his services and who feels that he 
can be spared from his locality is requested to communicate 
with the Secretary of the Central Medical War Committee, 
B.M.A. House, Tavistock Square, London, W.C.1. 


The British Social Hygiene Council requires a part-time 
Medical Secretary to visit the Provinces and give lectures. 
Familiarity with social hygiene questions and interest in the 
sex education of adolescents are desirable. Particulars may 
be had from the Secretary-General of the Council, Tavistock 
House South, W.C.1. 


At the next meeting of the Shaftesbury Military Hospital 
Medical Society, on Tuesday, April 15, at 3 p.m., the address 
will be given by the president, Major-General F. Casement. 


The next meeting of the North-Western Tuberculosis 
Society will be held at the Tuberculosis Offices, 352, Oxford 
Road, Manchester, on Thursday, May 8, at 3 p.m., when Dr. 
S. Vere Pearson will speak on “ What are we aiming at in 
Collapse Therapy? ” 


Dr. Cyril James, Principal of McGill University, Canada, 
suggested recently that the Colonial Office might regard it as 
a contribution to the war effort if McGill were to establish a 
School of Tropical Medicine to carry on the work of the 
London School, which was believed to have been temporarily 
interrupted. Telegraphing his “ grateful acknowledgment of 
this very kind offer,” however, the Secretary of State for the 
Colonies, Lord Moyne, was able to assure Dr. James that he 
had been informed that teaching is being carried on effectively 
at the London School in spite of present circumstances, and 
that it is not anticipated, unless conditions become much 
worse, that assistance on the lines indicated would be needed. 


Steel helmets are now to be issued on loan free of charge 
to domestic staff of a hospital working full time but living 
out, doctors and nurses regularly employed in public air-raid 
shelters, members of the Civil Nursing Reserve employed as 
assistants to district nurses, nurses employed in auxiliary 
hospitals, and members of V.A.D. and ambulance organiza- 
tions’ who have to work in the open or have to travel during 
air raids. The number issued will be limited to that required 
to carry out the particular service efficiently. Helmets may 
also be purchased with the aid of the appropriate grant for 
volunteers regularly employed in ancillary services. 


Dr. W. F. Rhodes, professor of medical jurisprudence at 
the University of Capetown and senior pathologist of the 
Union Health Department, has been appointed as the repre- 
sentative of the university in the Leprosy Advisory Council. 

Dr. E. D. Friedman has been appointed Director of the 
Department of Neurology at the New York University School 
of Medicine. 
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EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


The common infectious diseases are fluctuating in incidence 
without showing any definite downward or upward trend. 
Measles showed a drop of 368 on the previous week’s figure. 
but increases have been returned from several areas, and figures 
for Dorset, Essex, Middlesex, and Warwickshire have increased 
for two consecutive weeks. The increase for Dorset. 31. has 
been fairly general throughout the county ; the rise in Essex, 
307, came from the urban areas; the rural districts were re- 
sponsible for the increase in Warwickshire. 127. Edmonton 
U.D.. where the number of notifications rose from 55 to 150. 
was responsible for the increase shown by Middlesex, 99. The 
decrease in notifications of measles in Scotland, 41, was general; 
the only area reporting an increase was Dundee, where 8 more 
cases were notified than in the preceding week. 


Whooping-cough 

The figure for whooping-cough in England and Wales shows 
a fall of 279, but increases for two consecutive weeks have 
been reported from several areas: for the counties of Durham. 
Essex, Leicestershire, Middlesex, and Oxfordshire notifications 
almost doubled during the two weeks March 1-15. The inci- 
dence was fairly widespread throughout the country. but in 
some counties the disease has been concentrated in the county 
boroughs, The chief instances are: Lancashire 828. Liverpool 
C.B. 156; Leicestershire 120, Leicester C.B. 81 : Northumber- 
land 99, Newcastle C.B. 45; Oxfordshire 66. Oxford C.B. 54; 
Warwickshire 197, Birmingham C.B. 126; Yorks (East Riding) 
38, Kingston-upon-Hull C.B. 27; Yorks (North Riding) 48. 
Middlesbrough C.B. 30. A further rise in the number of cases 
of whooping-cough has occurred in Scotland, where an increase 
has been reported every week since February 8. Three- 
quarters of the notifications are from Glasgow-—-653 out of 
the 868. 

Diphtheria and scarlet fever have slightly increased in 
England and Wales but decreased in Scotland and Ireland. 
Leicester C.B. has returned an increase of 19 cases of both 
these diseases. 

Dysentery 

The number of cases notified showed a further. but small. 
decrease. The outbreak in Biggleswade R.D. with 21 cases 
for the week ending March 15 continues to be the most notable 
of the localized epidemics. The returns for Colchester M.B. 
for the last two weeks, 10 and 8 cases, suggest that the rather 
serious Outbreak in this area is over 3+ 177 cases have been 
reported from this town in the last seven weeks. Lancaster 
M.B., with 11 cases compared to 6 in the preceding week. is 
now one of the principal centres of the local outbreaks. Fresh 
centres of infection appeared during the week and multiple 
cases have been recorded from Cambridgeshire. Chesterton 
R.D. 6; Dorset, Dorchester R.D. 4; Kent, Dartford R.D. 7: 
East Sussex, East Grinstead U.D. 4. The London figures 
show an increase of 9 on the previous week’s total ; more than 
one case was recorded in: Chelsea 6, Hackney 2. St. Marvle- 
bone 5. Shoreditch 3, Wandsworth 2. 


Cerebrospinal Fever 

A decrease occurred in the incidence of cerebrospinal! fever 
in England and Wales during the week. In Essex 14 cases and 
Warwickshire 23—-in both instances an increase of 9 on the 
notifications for the preceding week—were returned. In the 
latter county the increase was mainly confined to Birmingham 
C.B.. where the numbers rose from 10 to 16. Yorks (West 
Riding), 29 cases, returned 7 more cases than in the previous 
week. 

Quarterly Returns of the Registrar-General 


The returns for the thirteen weeks ended September 28. 1940. 
now published, show a death rate of 10.9 per 1.000, compared 
with an average of 9.8 in the third quarter of the five pre- 
ceding years. The birth rate was 14.3 per 1,000; the average 
for the third quarters of the five preceding vears was 15.3. 
Infant mortality was 42 per 1,000 live births, three below the 
average of the ten preceding third quarters. Stillbirths repre- 
Sentéd 3.5% of the total births registered. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious ae and Vital Statisti¢s in the 
British Isles during the week ended March 15, 


Figures of Principal Notifiable Diseases for the week and those for the 
corresponding week last year, for: (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns 
in Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns in 
Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no return available. 


1941 $1940 (Corresponding Week) 
Disease 
Cerebrospinal f fever .. | 19] 58] 1] 3 
Deaths 4 15 9 
Diphtheria... .. | 1,033| 49{265| 22] 319 747| 45/222! 38 
Deaths 31, — 11 — 22 1 7 2 
Dysentery 146 25 1 29 87 
Deaths — } — 
Encephalitis lethargica, | 
acute 7} — 2 1} — 4 
Enteric (ty phoid and 
28) — 6 4 17 3/142) — 
Deaths 2; — 2} | 
Erysipelas .... 10| 1 s| 9 
Infective enteritis or 
diarrhoea under 
2 years .. 

Deaths 36 4; 10 + 6 33 2] 6; 10 
Measles... {15,056 315 | 130 74| 82| 233, 
‘Deaths ate 1 1} — 4 1 

Ophthalmia neona- 
lorum... 13 -- 95 6| 26 
Deaths 
Pneumonia, influenzal* | 1,318] $6| 43] 15| 991,588] 90] 46] 11| 16 
Deaths (from in- 
fluenza) .. 132) 2 315 28] 16] 15 
Pneumonia, 506 9 348 23 
Deaths 23:1 23 93} 21} 27 
Polio- 
acute 2} — Z 
Deaths 
Poliomyelitis, acute . . 4) 
Deaths he — —{— 
Puerperal pyrexia 141 RS 189 8] 16 
Deaths 
Relapsing fever —|— — 
Deaths 
Scarlet fever... | 1,221| 60/163| 27| 249 984] 42| 42 
Small-pox ~ | - 
Deaths | —|- | 
Whooping-cough | 3,338] 55 | 868 23 56s} 20| 14, 14 
Deaths year) .. 465 | 37/150| 26| 35 S20 61} 97) 41] 43 


Infant mortality rate 
(per 1,000 live 
births) 

Deaths (excluding still 
births) .. 6,134 | 922 | 841 | 269 | 261 97.220 1.118 | 935 | 267 | 210 

Annual death rate 
(per 1,000 ame 
living). 


Live births... 5,208 
Annual rate per I ,000 
persons living 
Stillbirths 230 
Rate per 1,000 total 
births 
stillborn). . 


* Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 


| 
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16| 28 278; 32) 32 | 
| 34 | 
4 


578 APRIL 12, 1941 


LETTERS, NOTES, AND ANSWERS 


THE Britisu 
MEDICAL JOURNAL 


Letters, Notes, and Answers 


All. communications in regard to editorial business should be 
addressed to THe EDITOR, _ MepicaL JourNnaL, B.M.A. 
House, Tavistock SQUARE, 

Authors desiring REPRINTS of their articles must communica 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TeLerHone No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ADpRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScortisH Orrice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Treatment of Snoring 


Mr. Harotp CHapMan, L.D.S. (London, W.1), writes: In reply to 
Dr. George Macdonald (February 1, p. 182), the following 
letter is taken from the British Dental Journal of November 15, 
1940: “If the nares are free, a mouth valve, with the addition, 
if necessary, of a support for the chin, should make snoring 
impossible—Yours faithfully, J. H. Bapcock.” In reply to 
another letter asking what a mouth valve is I wrote privately 
the following to my correspondent: ‘‘ A mouth valve—screen is 
a better term, because its object is only to close an opening, 
the mouth—is a piece of material which lies between the lips 
and cheeks on. one side and the gums and teeth on the 
other, to prevent air entering the mouth; it also prevents air 
leaving. It is made on a model made from an impression of 
the ‘area taken in one piece and the teeth closed: it extends 
to the bottom of the sulci and back as far as the second pre- 
molars or first molarg: it may be attached to the clothing by a 
piece of silk which passes through two pinholes in the screen.’ 
The material used is usually aluminium or celluloid: the screen 
is worn during sleep. Dentists make these for their patients to 
prevent mouth-breathing as well as snoring: they are also used 
in the correction of irregularities of the teeth. 


Sjégren’s Syndrome 
A Reaper writes: Dr. Colls can find a full account of Sjégren’s 
syndrome in Sjégren’s article on the subject in Modern Trends 
in Ophthalmology, edited by Ridley and Sorsby, London, 1940, 
p. 403. Medication by thyroid extracts and vitamin A might be 
useful, 


Income Tax 
Premiums for Superannuation Benefit 


“J. J.” has two policies, under each of which he pays a premium 
of £75 to secure a deferred annuity. There is no capital sum 
payable at maturity or death. Is he entitled to an allowance for 
the full amount paid—i.e., £150? 


** No. Section 32 of the Income Tax Act, 1918, provides 
that an allowance for premiums paid for benefits other than 
payment of a capital sum shall not exceed “ the amount of the 
tax calculated at the appropriate rate on £100." “J. Js” 
allowance must therefore be calculated as if his total payment 
were £100 only, and not £150. 


LETTERS, NOTES, ETC. 


Tuberculosis in the Navy: Corrigendum 


Surgeon Rear-Admiral SHELDON F. DuDLey, F.R.S., writes: In the 
report of my paper on tuberculosis in the Royal Navy appearing 
in your issue for April 5 there is a serious error in the abstract 
of the statistics near the bottom of page 531. The last two 
columns are incorrect. The table should have read: 


Re-examined 


= Percentage | ? Active Tb. | ? Active Tb. 
Re-examined No. per 1,000 
Trained men .. 269 4.0 31 4.5 
New entrants .. 403 3.4 38 a2 


The matter is important, as the last column is a rate per 1,000, 
not a percentage; it also is of “‘ suspected to be active ” and not 
* established ” progressive cases. As the figures were printed 
they made the amount of concealed pulmonary tuberculosis to be 
fifteen times as great as what was actually found in these groups 
of naval ratings. 


In Gratitude to Medical Colleagues 


Mr. G. H. Sreece, M.S., F.R.C.S. (Guildford) writes: The Honorary 
Treasurer of the R. M. B.F. (March 29, p. 500) quotes the letter 
of a doctor who sent a donation to the Fund as an expression 
of his gratitude for treatment by colleagues. In doing this he 
makes a very helpful suggestion to all medical men who, as 
happens to most of us, are faced with the embarrassment of 
refusing to take a fee from a doctor patient or his dependants, 
who are uncomfortable if they feel they are trespassing on one’s 
time. The situation is frequently overcome by a personal gift, 
but when the patient is embarrassed by accepting services without 
being able to pay, to suggest a thankoffering to the R.M.B.F, 
is surely the solution. I can recall several cases where such a 
suggestion would have made the patient easier in mind, and intend 
to follow this course in any such cases in future. 


Adrenaline in Shock and Fever 


Dr. J. BARcROFT ANDERSON writes: There is one point in the paper ° 


of Drs. Bywaters and Beall (March 22, p. 427) on what they 
describe as crush injuries to which reference has not yet been 
made in your pages. They wrote: ‘ The effect of adrenal 
cortical extract in this condition should also be observed.’’ May 
I suggest that adrenaline chloride solution 1 in 1,000 every four 
hours by the mouth, in water, be tried. When treating bubonic 
plague in 1905 (Lancet, 1910, 1, 994) I found that its effect, 
so given, on constricting the pulse was almost immediate and 
lasted exactly four hours. My greatest dose in that disease was 
half a drachm. Sir Edward Thornton’s obviously greater success 
in treating plague in 1907 was, I think, due to his giving larger 


doses of medicine. My treatment of the sick ended in 1925, . 


and then ended my opportunity to study further the uses of 
adrenaline. In a case of haemorrhagic small-pox in a man aged 
72, who for a week showed no sign of improvement, four-drop 
doses of adrenaline every four hours were followed by rapid 
recovery. In a case of enteric fever, beginning with delirium 
and with continued refusal to speak or swallow, four drops of 
adrenaline with some mineral acid were added every four hours 
to what went down an oesophageal tube. After some days 
this was discontinued, with an immediate rise in temperature of 
1° F. When the adrenaline was resumed the temperature fell that 
degree. I have studied the adrenals in over 500 inquests. Where 
death was immediately preceded by shock or by acute fever from 
pathogenic germs the medulla was dark brown and so soft that 
the adrenal could be as easily inverted as the finger-tip of a 
thin kid glove. If there had been continuing illness due to a 
germ the adrenal was pale throughout and its cortex greatly 
thickened. 


Scientific Films 


Seven films were shown recently at the Polytechnic Cinema by the 
London Scientific Film Society, all of them relating to individual 
or communal health. ‘Men of Medicine” in the ‘“ March of 
Time ”’ series, although not a new film, gives an interesting picture 
of the life of a doctor from student days to busy general practice, 
and includes a glimpse of the American Medical Association in 
session. ‘* Health in War,’ produced by the G.P.O. Film Unit, 
records such changes in our wartime health services as the evacua- 
tion of children, the Emergency Medical Service in operation, and 
a special hospital working in a country environment. The scien- 
tific critic can find no fault and the lay spectator no dull minute 
in the life-story of the malarial parasite as shown in “ Malaria” 
with some excellent photomicrography and also diagrams of the 
processes in the blood stream. The Ministry of Information has 
two new films: ‘ We Have to Get Rid of the Rats,” in which 
a rat-catcher supplies the commentary, and ‘ The Red Army,” 
showing how bed-bugs live and how they can be exterminated. 
“Land without Bread ” is a French film, set in an isolated com- 
munity on the borders of Spain and Portugal, and depicts the 
consequences of a’diet for generations of potatoes and beans 
with wild cherries in the summer. Finally, in “‘ Heredity in Man,” 
in which the commentator is Prof. Julian Huxley, a difficult subject, 
and one which does not lend itself to the generalizations on which 
propagandist film technique depends, has been handled with care 
and discrimination. 


National Union of Students Congress 


The Hon. Secretary of the Middlesex Hospital Common Room 
Society writes to say that at a meeting of this society the students 
decided that a delegate should not be sent to the forthcoming 
National Union of Students Congress at Cambridge, and that 
formal notice of resignation be given to the Union. The main 
reason for this was that in the opinion of the society the 
activities of the medical subcommittee of the Union no longef 
retained a non-political character. 


Messrs. John Bartholomew and Son, Ltd. (66, Chandos Place, 
London, W.C.2), have added a map of North-East Africa to theif 
General World Series; the price, printed on paper, is 2s. 6d. net. 
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